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introduction
Over the last decade, there has been a drive for newer ways of working in 
the NHS, particularly in the context of delivering improved quality of healthcare 
with the same quantity of resources (Department of Health, 2007). One of the 
major calls has been for the need to develop leadership abilities in members of 
the NHS work force, particularly in clinical psychologists (British Psychological 
Society, 2007), and particularly to develop clinically related leadership. To further 
this aim, this paper hopes to offer a review of relevant leadership literature in 
terms of themes, approaches and evidence, and how this might be useful through 
applying this literature to my current and future development and practice as a 
clinical psychologist.
It is pertinent here to consider why I have chosen to explore how the 
issue of leadership is useful to the delivery of mental health services. I had 
become aware of the increased call for psychologists to take leadership roles 
through reading recent government documents and the discourses on the Surrey 
University clinical psychology course, including my understanding that as part of 
the pre-doctorate selection process I underwent, an attempt was made to 
consider potential trainees leadership capabilities. Additionally, I was aware of 
leadership as one of the competencies which I was expected to develop and show 
during training, and that it had been evaluated as a particular strength on my last 
placement. Therefore my interest had been sparked, I recognised the need to take 
leadership roles and I was aware that leadership ability appeared to be my 
strength, although I had no/minimal knowledge of specific leadership theories, 
evidence or practice. It followed that the position I took was for this as an 
opportunity to develop my understanding of leadership and its use in my practice, 
ultimately to be useful to improving NHS mental health services for users.
Therefore, this paper will begin by briefly covering the leadership 
literature (in terms of themes, approaches and evidence) relevant to clinical 
leadership, along with discussing the meaning of clinical leadership. I will then 
identify the stakeholders for whom clinical leadership is useful, and argue that
clinical psychologists are well placed to provide clinical leadership in contexts such 
as a community mental health team (CMHT). I will then discuss ideas of how I 
might develop leadership skills in my current work as a trainee clinical 
psychologist, and how I might continue to develop this throughout my career, 
including potential barriers and challenges and training needs. I will conclude this 
paper with ideas for future directions in research and implications for my practice.
Review and Evaluation of Literature
In this section, I will review and evaluate relevant leadership themes, 
approaches and evidence (including underlying theories and principles), beginning 
with exploring the meaning of leadership, specifically 'clinical' leadership.
Definition of clinical leadership
In beginning the review of literature, it is important to explore what is 
meant by the term 'leadership' and specifically 'clinical leadership'. An often used 
definition relevant to clinical leadership in a healthcare organisation context is 
Yukl's definition of leadership as, 'the process of influencing others to understand 
and agree about what needs to be done and how it can be done effectively, and 
the process of facilitating individual and collective efforts to accomplish the 
shared objectives' (YukI, 2002, pg 7). In the context of applied psychology, the BPS 
(2007) states that 'Leadership involves the ability to guide, direct, or influence 
others in order to achieve a goal or set of goals'. These definitions highlight how 
leadership is a collaborative interaction and process between an individual 
'leader' and a group or individual 'follower', to ultimately achieve the same set of 
goals. YukI (2002) then highlights the process of influencing, saying that leadership 
is about 'influencing others to understand and agree about what needs to be 
done, and how it can be done effectively'.
In terms of clinical leadership, a widely used definition offered by 
Millward and Bryan (2005), is that clinical leadership is about 'facilitating 
evidence-based practice and improved patient outcomes through local care' 
through, 'effective delivery of health care at the front line'. Additionally, the BPS 
(2007) views a clinical leadership role as managing team processes.
It is pertinent here to offer an explanation of the difference between 
clinical management and clinical leadership. These are considered as two different 
but related concepts, Llewelyn & Cuthbertson (2009) summarise that 'Leaders are 
inspired by values, whereas managers are motivated to meet targets'. Further, 
management is about planning, organisation and control, whereas leadership is
concerned with the ability to influence others (Millward & Bryan, 2005). 
Management roles and leadership roles are not mutually exclusive and will often 
overlap, but it is important to distinguish these two roles as distinct from each 
other, each driven by slightly differing philosophies and requiring different skill 
sets and approaches in implementation (Edmonstone, 2009).
In the literature there are different versions of the meaning of leadership 
(YukI, 2002 pg 6); however this can be viewed as useful as when we as clinical 
psychologists have opportunities to take leadership roles, the flexibility in the 
meanings might also provide us with freer scope to apply leadership as we see 
appropriate, as also suggested by Llewelyn and Cuthbertson (2009).
Literature Review
Literature search. Literature was initially gathered through searches on 
'Psychinfo' using a combination of the search terms 'clinical', 'leadership', 
'research', 'psych*' and 'mental health', which was then followed by backward 
and forward citation searches on relevant literature. Articles and books were 
selected for relevance through scanning of abstracts, and considering popularity 
of relevant citation. This literature was supplemented by additional searches on 
'Google' using search terms 'clinical leadership' and 'psychology' which returned 
information in the form of articles, presentations and government documents. 
Overall, data was selected for relevance through cross referencing, recency of 
publication and my interest, as this is paper is not intended to be a systematic 
literature review. Additionally, preference for inclusion was given to UK based 
studies and literature due to the focus of this paper as pertaining to current and 
future practice in the NHS, but also due to the marked variations in culture, 
philosophy, funding, political climate (particularly with US based papers) thus 
limiting relevance and generalisability to the UK. Findings from the literature 
review are presented next.
Relevant leadership themes, approaches and evidence
Considering the enormity of available information, following my initial 
exploration of the literature, I present and evaluate the only a limited selection of 
themes, approaches and evidence which I reviewed as relevant to the current 
study and application on clinical leadership. This is categorised as history, 
leadership styles and approaches, traits, context, key research studies.
History of leadership literature and research. There exists a huge body of 
literature on the topic of 'leadership' over the last 100 years (BPS, 2007; Millward 
& Bryan, 2005), most of it rooted in social psychology and psychological 
approaches such as personality, organisational context and behaviour (Winum, 
2003; YukI, 2002). YukI (2002) offers a historical overview of leadership research; 
with earlier research focussed on examining the question of whether leadership 
ability was something innate in an individual, or if it could be developed. Much of 
this literature is based on personality theories such as trait theories, suggesting 
that a leader is someone who possesses certain, often 'heroic' characteristics or 
qualities. Later theory and research into leadership seems to realise the 
importance of considering effective leadership as the relationship between leader 
and follower, based on theories such as social interaction theory. Theories then 
also began to consider the importance of context and environment, based in 
systems theory.
Leadership styles and approaches. Leadership styles can be 
conceptualised as authoritarian, democratic or laissez-faire, of which the 
leadership styles of transformational and transactional, can be seen to be types of 
democratic leadership. Transformational, transactional and authentic leadership 
styles are described below.
Transformational leadership. Leadership research has been largely 
focussed on transformational leadership styles, an idea first introduced by Bass 
and Avolio (1993). An individual using this style of leadership is characterised by 
the ability to inspire and exert influence over others through developing a shared 
vision or goal, through good communication. They are likely to empower other 
members of the team to take responsibility for change (BPS, 2007). Clegg (2000)
10
also suggests that transformational leadership involves creating change through 
understanding and facilitating the group processes in teams, including reflecting 
on their own role in group processes. Transformational leadership holds some 
support for improving performance in healthcare (for example research by 
Outhwaite (2003).
Transactional Leadership. This style of leadership is characterised by 
follower obedience and compliance reinforced by 'rewards' from the leader 
(termed 'contingent reward'), with a focus on short term goals. With this style the 
leader mostly holds responsibility, although the leader can use incentives that 
encourage even better delivery of work. (YukI, 2002)
A meta-analysis study by Judge and Piccolo (2004) provide support for the 
validity of transformational as well as contingent reward, with transformational 
leadership, in particular, seems applicable in many situations. Although analysis 
suggests that the constructs of transformational and transactional leadership are 
so highly related that their separate effects cannot clearly be examined.
Authentic leadership. This style of leadership is characterised by the 
ability to reflect on and use their own unique skills set to lead others through 
managing interpersonal relationships (Llewelyn and Cuthbertson, 2009).
Context and situation in leadership. While the above leadership styles 
can often be individually effective, there is no 'right' way to lead or manage that 
suits all situations, Moiden (2002) suggests that an effective leader is able to 
moderate application of leadership style depending on the situation. For example, 
Antonakis's study (2003) suggests that leadership effectiveness as measured by 
Bass and Avolio's Multifactor Leadership Questionnaire is greatly affected by 
contextual factors including level of risk, gender, and an individual's hierarchical 
level. Therefore, an effective leader is able to provided appropriate leadership 
style, considering their leadership style and environmental and situational 
context.
Relevant leadership research. Unfortunately, there is little research 
exploring leadership in mental health teams which include a service user 
perspective, although Corrigan's (2000) study is one such example. This American 
study explored the relationship between different perceived styles of leadership
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in hospital and CMHT staff and service user reports of satisfaction and quality of 
life (QOL), Leadership was conceptualised using the three styles including 
transformational and transactional. Participants were identified either as a leader, 
follower or user; with leadership ratings gathered from clinical staff (with leaders 
rating themselves) and the QOL and satisfaction ratings were gathered from 
users. Clinical staff included medics, nurses, social workers and psychologists. 
Findings showed consumer satisfaction and QOL to be positively correlated with 
transformational, transactional leadership styles. Additionally, staff ratings of 
team leadership accounted for up to forty percent of the total variance in 
satisfaction ratings. This supports the value of using a transformational and 
transactional approach. However, a weakness in their study is that they did not 
report their response rate, therefore we can only speculate on potential reporting 
biases, particularly as studies where staff are asked to comment on their peers is 
likely to be subject to a positive reporting bias.
Leadership Qualities Framework (LQF) is a competency model developed 
through research and various forms of interviews with 200 major stakeholders 
(NHS and Department of Health staff, and patient representatives) and a review 
of leadership competency models in use (NHS Institute for Innovation and 
Improvement, 2005). The LQF was initially designed to be used as a tool to 
develop leadership competencies in senior leaders. It has now been further 
developed to be used with the 360 evaluation tool, through rating ones 
competency against named skills and qualities, through confidential feedback 
from managers, peers and direct reports. These specific skills are; setting 
direction (seizing the future, intellectual flexibility, broad scanning, political 
astuteness, drive for results), delivering the service (leading people through 
change, holding to account, empowering others, effective and strategic 
influencing, collaborative working) and personal qualities (self belief, self 
awareness, self management, drive for improvement and personal integrity). This 
does match somewhat with some key leadership abilities already identified by 
Kouzes and Posner (1997), such as being able to model the way, inspire a shared 
vision, challenge the process, enable others to act and to encourage the heart. 
Strengths of this project include that it is very relevant to practice (as these was 
developed through about a hundred and fifty in-depth interviews with chief
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executives and directors), that it addressed diversity issues well and that it has 
already been evaluated (NHS Institute for Innovation and Improvement, 2010). 
Evaluation findings included participants increased awareness of leadership 
strengths and learning needs, perceived improvements in leadership and greater 
openness and communication within teams. However, one weaknesses of this 
project is the narrow research base covered, as they only reviewed models 
already in use in the NHS.
The Leadership Project is an unpublished study by Coak (2006) presented 
by the British Psychological Society (2007). The aim of this action research project 
was to 'strengthen leadership skills and improve the outcomes and experience of 
care for service users and carers by making best use of this scarce resource and to 
improve the quality, effectiveness, and efficacy of clinical practice'. Data was 
collected through interviews with clinical staff, to explore the 'perceived values 
and meanings attributed to Applied Psychologists working in Health and Social 
Care, regarding clinical leadership. Results interestingly highlighted the positive 
perceptions of psychologists' leadership capabilities when they were visible and 
accessible, allowing opportunity to facilitate psychological mindedness, to be 
perceived as less intimidating and more integrated with the team. Participants 
were also keen for applied psychologists to proactively take the expert lead in 
areas of expertise. Results of this study went on to form guidelines for 
psychologists to develop and implement clinical leadership in their teams (BPS, 
2007). These guidelines suggest that to effectively deliver leadership in delivering 
psychological services, an applied psychologist needs skills and qualities at three 
interrelated levels, personal (the desire to make a difference), systemic (with a 
sense of its purpose) and context (needs to consider that change occurs in the 
context of resources, risks and potential threats) (BPS, 2007).
Reflections on the literature
I have presented some literature on the definition of leadership, and key 
themes, approaches and evidence, which I felt was relevant to the issue of 
leadership in clinical psychology. Specific applications for my practice and a
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summary are provided later in the paper. The leadership literature is rather huge 
and complex, but generally it appears that the early literature was drawn to 
discovering leadership traits endowed to a 'special' individual, although current 
thinking appears to hold the stance that leaders can also be developed depending 
on opportunity for training and position. Most of the literature focuses on 
effectiveness relating to staff attitudes and perceived qualities and skills, although 
I discovered no research that measured outcome using actual measures of 
objective or subjective leadership behaviour. Weaknesses with the current 
research include that self report measures are subject to reporting bias, and there 
appears to be a limited consideration of a service user perspective. Researching 
leadership is very difficult due to the huge complexity of intrapersonal, 
interpersonal and situational variables including context, and it is also difficult to 
measure outcome and effectiveness in such as complex systems where outcome 
can be so broad.
Regarding the focus of the research on the leader as 'heroic' and as 
responsible for the movement of the organisation, one explanation for this (as 
also suggested by YukI, 2002) might be that when faced with complexity people 
tend to rely simpler heuristics. This might lead people in organisations to look to 
the leader as providing some answers, or safe certainty. However, it is due to this 
very nature that leaders need to actually hold a position of safe uncertainty 
(Mason, 1993). _ _
Some of the recent literature and research (for example the LQF) can be 
seen as somewhat simplistic and prescribing to the earlier trait-based theories of 
leadership (as also suggested by Edmonstone, 2009). Instead there are specific 
qualities imbued with being a good leader, but this must be balanced with the 
need for leaders to use the appropriate skills at the right time. However, it is good 
to see that recent research, has also taken a slightly systemic approach, 
considering leadership rating of leaders and followers. It is also significant to 
mention the apparent absence of a strong theoretical base in leadership research 
and practice.
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Applications to Practice
It is clear from the literature presented that there is a call for clinical 
leadership roles to be taken on and skills to be developed by a widespread 
number of clinical staff, particularly clinical psychologists in CMHTs. There is a 
large body of literature (with varying quality of theory and evidence-base) 
supporting certain styles of leadership relevant to being a clinical psychologist; 
particularly the qualities associated with transformational leadership, considering 
that an effective leader is able to adapt leadership style of the situation and 
context. In thinking about applications to practice, we need to first consider who 
this literature and clinical leadership is useful to. Then I will highlight potential 
challenges of implementing clinical leadership and offer solutions, before detailing 
how clinical psychologists can be particularly useful to clinical delivery. I will 
conclude this section with presenting ideas for my practice and further research 
ideas.
Clinical leadership: who is it useful to?
Wellbeing stakeholders. Ham (2003) reminds us that ultimately good 
leadership hopes to improve the experience of service users, through changing 
the daily clinical decision-making of frontline NHS staff. Clinical leadership is 
central to good clinical governance. The point of leadership, is to practice a 
leadership style 'that produces high quality work performance in a wide variety of 
circumstances, as efficiently as possible and with the least disruption' (Moiden, 
2002). Therefore, in this context I consider that clinical leadership should 
ultimately benefit the wellbeing of service users and carers, other stake holders 
include the patient's representative, the wider community, all clinical staff, clinical 
teams and the wider NHS organisation.
Financial stakeholders. A related, secondary but important consideration 
if that good leadership should make effective and economical use of tax payers 
and NHS money, whist delivering the benefits in wellbeing for the stakeholders
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listed above. Moiden (2002) suggests that benefits of good clinical leadership 
might be that decentralisation in the NHS is likely to lead to reduced costs.
Managing potential challenges in clinical leadership
Historically, leadership roles were expected to be taken only by senior or 
management staff, however recent papers (such as BPS, 2007) suggest that 
clinical leadership is not reserved for the formal leader, but instead all clinical staff 
should be expected to develop leadership abilities. Moiden (2002) for example 
describes how there is currently a drive for nurses to develop leadership roles; so 
as to say that all frontline staff, psychologists included, should at least at times be 
able to take clinical leadership roles as appropriate. NHS Confederation (2007) 
document presents the findings of exploring challenges to developing leadership 
in the NHS, gathered data through interviews with NHS managers. They 
discovered and identified many challenges including skills development, limited 
leadership evidence, culture of top down direction, and job overload; these will 
each be discussed in turn, incorporating other relevant ideas and literature 
relevant to clinical leadership in CMHTs.
Skills development. In terms of putting leadership skills into practice, 
Millward and Bryan (2005) suggest that it requires skilful management of 
balancing issues of content (policy implementation, development and evidence 
based practice) and process (clinical delivery) with macro-level considerations 
(systemic issues, legal and political issues, resource realities, service user 
perspective, team and individual factors) and micro-level considerations 
(technical, interpersonal and clinical). It follows that in developing leadership 
competencies, staff should be well supported by senior managers and be 
genuinely offered appropriate training and supervision as implicated by 
Outhwaite's (2003) research. As clinical leadership occurs only in relationship 
with followers, whole teams competencies in managing these cultural changes 
should also be developed.
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Capacity rather than capability. Staff devoting time for clinical leadership 
activities and training, have to balance this with other activities such as research 
and clinical time (Ham, 2003), staff may feel the need to deal with more 
immediate concerns. In terms of targets. Ham (2003) suggests that the general 
habit of commissioners to see short term outcomes is likely to result in a poor 
execution of leadership process changes, perhaps with the assumption that 
leadership doesn't work. To manage this, it might be helpful to facilitate 
exploration of instances where there is tension or conflict between values of the 
NHS and staff values, ability and behaviour.
Resistance to change. Edmonstone (2009) suggests that tensions exist in 
the implementation of leadership development in the NHS, and for effective 
leadership development this tension must be named. He also suggests clinician 
management relationships need to facilitate open communication, including an 
appreciation of working with diversity, difference and conflict, and also embrace 
collaborative working styles, which implies shared and distributed leadership.
Clinical psychologists ideally suited to developing clinical leadership
The paper has so far reviewed and evaluated some frameworks relevant 
to developing clinical leadership in the NHS, highlighting some considerations and 
potential challenges in the delivery in leadership development. In this section, I 
will suggest why clinical psychologists hold core competencies well suited to 
taking up the role of developing clinical leadership for themselves and/or other 
clinical staff, applying leadership knowledge and managing some of these 
challenges.
Winum (2002) argues that psychologists have a unique set of skills which 
lend well to developing leadership in organisations. One point is that the field of 
psychology is grounded in the very subjects that have informed thinking in 
leadership, including human behaviour, cognition, motivation, group dynamics 
and organisational psychology. BPS (2007) adds to that saying applied 
psychologists have good listening skills, knowledge of relationships and
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reframing). Additionally, one major approach in clinical psychology is to be a 
scientist-practitioner, therefore we^ are well trained and positioned to facilitate 
evidence-based practice. In addition to these approaches, leadership 
development for clinical psychologists needs to consider leadership as dynamic 
processes between individuals, groups and organisations.
Assessment methods. Comprehensive assessment of an individual, group 
or organisations need for clinical leadership implementation and development 
(using interview, observation, measures and formulation) means that we will gain 
a meaningful understanding of the problems, and will target interventions 
appropriately, as also suggested by Winum (2002). This would reduce the risk of 
wasting valuable resources on a poorly informed intervention. For example, we 
might use the 360 feedback tool developed through the LQF (discussed earlier) to 
identify our own strengths and needs in leadership capabilities.
Formulation. Along with good assessment, our formulation skills would 
attempt to provide a meaningful way to apply theory to understand the 
potentially complex intra and inter-psychic and contextual factors in developing 
clinical leadership in CMHTs, to suitably inform an intervention. This requires 
psychologists to apply formulation skills to groups, systems and individuals, and to 
hold multiple perspectives and perhaps to formulate using different approaches. 
Additionally, developing clinical leadership is concerned with motivating and 
influencing people, and shaping and achieving outcomes; it follows that the 
underlying leadership model (for example transformational or transactional) will 
determine the focus of the approach (BPS, 2007).
Intervention. The tenet of our work is based on facilitating change in the 
behaviour and attitudes of individuals and groups. Our assessment and 
formulation skills allow us to gain an understanding of likely underlying processes 
and highlight effective and appropriate ways to initiate change, whilst considering 
factors that might be maintaining the problem and making theory-practice links.
 ^ Note that in this section, my use of 'we' or 'our' refers to myself and the reader, assumed 
to also be from the field of clinical psychology.
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For example, we might apply group dynamic theories to better understand group 
processes hindering clinical leadership development within a team (as also 
suggested by Llewelyn & Cuthbertson, 2009).
Research and Evaluation. Winum (2002) suggests that our well developed 
research, statistical and evaluation skills allow us to evaluate a program's 
effectiveness. For example, we might apply these skills to work collaboratively 
with leadership researchers to produce good quality and research, analysis and 
interpretation of results. Collaborative working would maximise our resources, 
enabling research activity when there are other competing clinical priorities.
Other qualities relevant to clinical leadership. Our strict ethical 
guidelines mean that we would consider deeply the impact of our clinical 
leadership work on all stakeholders, which might sometimes involve managing 
possible tensions and balancing cost and effectiveness with values of the 
organisation, staff, service users and self. Llewelyn & Cuthbertson (2009) suggest 
that organisational politics can be seen as they way 'individuals get things done in 
their own way', implying a need to be aware of ethical issues (possible tensions 
between personal and organisational goals) and issues of power.
We should have a well developed ability to be self reflective, allowing us 
to be more genuine and authentic as clinical leaders, thus facilitating change. 
These reflective skills allow us to consider the complexity of the relationship 
between leader and follower(s) including delivering group clinical supervision, 
offering consultancy, exploring difficulties using systemic approaches, delivering 
training and enhancing other group members effectiveness and delivery skills 
through reflection. For example the theory of an attachment approach can be 
applied to understanding relational patterns and expectation in leadership (as in 
Mayseless & Popper, 2007).
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Future research directions
For successful development of the field of clinical leadership practice, I 
suggest a need for future research in the directions of implementation, focus and 
methodology.
Implementation. Further practice based studies are needed to study the 
complex leadership issue, perhaps using the 360 LQF tool, which appears 
promising as it provides a leadership profile of individuals, but can be conducted 
by all clinical members of a team.
Methodology. New research methods are needed to measure behaviours 
as well as perceptions. There is also a need for longitudinal research (as also 
suggested by Liden & Antonakis, 2009) to develop our understanding of causality 
and bi-directionality in leader-follower interactions. There is also a need for 
efficacy studies evaluating cost-effective ness of leadership development and 
training, particularly in this current economic and political climate.
Research focus. YukI (2002) summarises that the body of research on 
leadership tended to focus on certain areas, particularly trait-based leadership. 
This suggests a need to develop and produce good quality research exploring the 
effectiveness of shared leadership, for example studies measuring the leadership 
within teams rather than static, one-directional leader-follower dyads. This would 
lead to being better informed of the processes and effectiveness of developing 
clinical leadership in teams as is suggested by the recent NHS leadership drive.
For there to be more research on clinical psychology and leadership, there 
is a need to develop a sound theoretical framework for the study of clinical 
leadership. Future research could specifically focus on clinical leadership 
effectiveness and whether transformational leadership in applied psychology 
(specifically clinical and counselling) leads to patient satisfaction and better 
quality of life.
Liden and Antonakis's paper (2009) summarises research that has 
considered context, but they argue that future research needs to consider 
increasingly contextual issues in terms of the physical and social environment of
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leadership; including organisational and team culture, intra-psychic and inter­
psychic phenomena, whilst particularly exploring bi-directional processes 
between leaders and followers.
There appears to be a limited focus in the research including a service 
user and carer perspective. Hiscock and Shuldham (2008) summarise that 'Patient 
centred leadership is about ensuring a focus on patients, their well-being and 
experience is the centre of everything we do and where there are obstacles using 
various leadership qualities to overcome them. The attitudes and attributes of 
individuals make a difference to a patient's experience and good patient centred 
leaders can be role models and influence and develop others to do the same'. 
Leadership studies have mostly focussed on the individual leader and follower's 
satisfaction, wellbeing and qualities, all as a secondary measure of user 
satisfaction and wellbeing. Ham (2003) describes the need to match services to 
patients needs, and to 'see services from the patient's point of view, and to 
streamline the process of care to eliminate unnecessary steps for patients and to 
tackle the bottlenecks that prevent clinical teams delivering the standard of care 
to which they aspire'. This suggests that leadership research needs to involve 
service users collaboratively in research, and obtain data from service users on 
subjective and objective outcomes.
Relevance to my practice
I have argued that clinical psychologists are ideal candidates for 
developing and implementing clinical leadership in teams, particularly through 
enhanced application of the core competencies of assessment, formulation, 
intervention, research and evaluation, and the two other qualities of strong 
ethical practice and reflective ability. The implications of this for my own 
development include developing my core competencies, and working towards the 
competencies outlined in the Leadership Skills Development Framework, and 
considering future research opportunities.
Learnings from the literature review. Key ideas relevant to my practice 
include the need to be visible and accessible to fellow clinical team members, an
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understanding of the various leadership styles and qualities, and knowing when to 
use them. Other key ideas include understanding of clinical leadership as an issue 
for all clinical staff, although psychologists are also well suited to practice and 
development clinical leadership in CMHTs. Finally, my future research 
opportunities might include promoting and/or developing research in the field of 
leadership and applied psychology, ideally conducted as a collaborative project.
Leadership Skills Development Framework. Applied psychologists need 
to develop leadership skills earlier in our career, from pre-doctorate level. The 
Leadership Skills Development Framework (BPS, 2007) offers guidelines for skills 
and competencies to be developed at each stage of training, recommending that 
a trainee clinical psychologist should, (amongst other competencies,) explore their 
personal leadership profile, develop their political and organisational awareness, 
increase knowledge of other professional groups and consider feedback from 
multiple perspectives. One particular step I could take is to explore my personal 
leadership profile using the Leadership Skills Development Framework and 
reviewing the 360 LQF tool.
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Summary
This paper hoped to respond to the question of 'Clinical psychologists are 
expected to take a clinical leadership role in mentai heaith teams. What themes, 
approaches and evidence might inform our understanding o f a clinicai leadership 
position and its usefulness to others?’
In attempting to present an informed paper I have explored several 
issues^ beginning with a reflection on my motivation to explore the issue of 
clinical leadership. Through reviewing and evaluating a selection of the vast 
leadership literature, we learnt that clinical leadership is a process of influence 
between leader and followers working towards a shared goal. I presented 
literature and research about effective leadership styles (including 
transformational and transactional) and desired leadership traits, although 
important factors included a leader's ability to use the appropriate style 
dependent on context and situation. Some research papers particularly relevant 
to my practice included the Leadership Qualities Framework indicting a need to 
develop skills of setting direction, delivering the service and personal qualities, 
and The Leadership Project (BPS, 2007) indicting a need for psychologists to be 
visible and accessible in teams to facilitate increased psychological mindedness in 
teams. The literature review allowed me to also highlight some needs to develop 
future research directions, including increasing focus on service users.
In terms of application to practice, I conceptualised clinical leadership as 
useful to users, staff and the NHS in the context of wellbeing and/or financial, 
before highlighting a number of potential challenges and solutions in developing 
and implementing clinical leadership in CMHT's. For example, good clinical 
leadership is the ability to influence upwards as well as downwards, for example 
to secure organisational support for a planned change. I then identified ways in
 ^Please note however, that a large number of issues were not dealt with in this 
paper as they were outside its central scope. For example, I did not explore the 
issues associated with consultancy as a type of psychological clinical leadership.
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which clinical psychologists can develop core competencies to enhance clinical 
leadership in teams, arguing that clinical psychologists are well placed to provide 
clinical leadership in contexts such as CMHTs. I then presented future direction in 
terms of my own practice and specifically the need to guiding research in 
leadership.
A final comment on my Initial interest in ieadership issues? This paper has 
allowed me to develop my knowledge and has inspired me to further develop my 
leadership abilities.
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Abstract
Potential stigma can have an impact in all aspects of mental health 
services, including diagnosis, formulation, intervention, training, supervision, 
communication, evaluation and research. This holds implications for change 
towards recovery-orientated practice and service user involvement at all levels of 
mental health service delivery and research. Therefore, this review investigated 
the level, content and quality of research and literature, to determine whether or 
not UK clinical psychologists stigmatise and discriminate against adults with a 
diagnosis of mental illness, and if so to what extent. I explore the perpetuation 
and consequences of stigma and discrimination in relation to issues of power, 
recovery and service user involvement.
Findings from the literature review suggest that there is a limited body of 
qualitative and quantitative literature investigating clinical psychologists 
stigmatising attitudes towards adults with mental illness, but no quantitative 
literature investigating discriminatory behaviours was found. The literature 
showed that generally the clinical psychology profession holds negative attitudes 
towards adults with a diagnosis of mental illness, particularly schizophrenia, with 
attitudes tending to be more favourable compared with other mental health 
professionals and the general public. However, these quantitative studies have 
limitations when considered in relation to the practice of clinical psychology in the 
UK.
Implications for practice include our responsibility towards tackling stigma 
and increasing genuine service user involvement, particularly through supervision, 
research, teaching and clinical training.
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Introduction
We are all prone to cognitive biases, such as representativeness, 
anchoring and adjustment, and availability (Tversky & Kahneman, 1974), which 
can lead to stereotypes, biased attitudes and behaviour. These biases might affect 
the work of clinical psychologists, particularly in the context of stigma and 
discrimination towards adults with mental health difficulties. Therefore, as a form 
of reflective practice, this review investigated the level, content and quality of 
research and literature, to determine whether or not UK clinical psychologists 
stigmatise and discriminate adults with a diagnosis of mental illness, and if so to 
what extent.
I begin with briefly exploring the main concepts relating to stigma and 
discrimination, review stigmatising experiences of adults with a mental illness 
from the general public and mental health professionals, consider negative 
consequences of stigma, and why this issue needs to be explored in the context of 
increasing service user involvement. I then present a critical analysis of the main 
literature search findings, how this might be understood in terms of cognitive bias 
theory, concluding with implications for practice. It is important to note that this 
field currently has a limited theory base, as it has grown from the service user 
movement. Additionally, it is not in the scope of this paper to also offer an 
explanation for causes of stigma, or to review strategies to tackle stigma.
Main concepts relating to stigma
'Stigma refers to a visible or concealable mark that is considered by the 
majority of a given social group to indicate deviance or immorality. It also signifies 
the social judgment and discrimination the majority places on out-group members 
who possess such a mark, as well as the great potential for internalisation and 
shame on the part of the individuals who are devalued and castigated.' (Goffman, 
1963, as cited in Stier & Hinshaw, 2007). It can also be understood that 
individual's cognitive biases such as representative heuristics play a role in 
stereotyping of individuals. Therefore, stigma must be viewed as embedded in a
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social context (Corrigan, 2004), and comprised of attitudes, prejudice and 
discriminatory behaviour relating to individuals and society. There are several 
concepts relating to stigma; self stigma, iatrogenic stigma and structural stigma.
Self-stigma comprises an individual's process of internalising stigma as a 
response to public (including mental health professionals) prejudice and 
discriminatory behaviour, leading to reduced self-esteem and diminished social 
equal opportunities such as employment or housing (Corrigan, 2004).
Iatrogenic stigma refers to stigma and discrimination caused and 
perpetuated by mental health professionals, including clinical psychologists; for 
example Sartorius (2002) refers to the psychiatric process of diagnosing, then 
treating with medication which can cause stigmatising side effects, such as tardive 
dyskinesia. 'Structural discrimination is unjust treatment perpetuated by a social, 
political or legal institution based on stigmatizing attitudes.' (Tsao et al., 2008). 
Additionally, social distance is a '... willingness to interact with a target person in 
different types of relationships' (Link et al., 2004), related also to the process of 
dis-identification, a process important in stigma.
It is also important to define the term mental illness, which I broadly 
consider as the range of mental health difficulties experienced by adults who may 
or may not use statutory services, and who may or may not have received a 
psychiatric diagnosis, such as schizophrenia, depression and personality disorder.
Therefore, stigma refers to negative attitudes towards adults with mental 
illness, and discrimination refers to unhelpful behaviours, caused and perpetuated 
by a complex relationship between diagnosed individuals, mental health staff, 
wider public and the social, cultural and political context. This paper focuses on 
iatrogenic stigma, so the mental health professionals' responsibility to identify 
and reduce stigmatising and discriminatory attitudes and behaviours towards 
adults with a mental illness, as it pertains to UK clinical psychologists. Although 
this paper focuses on stigma specific to mental illness, all adults can experience 
stigma not only specific to mental health, including gender, physical attributes, 
sexuality, race, ethnicity and socioeconomic status.
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Experience of stigma
Angermeyer and Dietrich's (2006) comprehensive review describes mainly 
western studies investigating public attitudes towards adults diagnosed with a 
mental illness. Most studies assess attitudes using questionnaires and vignettes, 
depicting an adult with a diagnosis of schizophrenia, depression or non-specific 
mental illness, with only a few studies investigating alcoholism, substance abuse, 
anxiety or dementia. A large UK study (Crisp et al., 2000) on public attitudes 
towards severe depression, panic, schizophrenia, dementia, eating disorders, 
alcoholism and drug addiction, found the most negative attitudes towards 
schizophrenia, alcoholism and drug addiction, with individuals viewed as 
unpredictable, dangerous and difficult to communicate with. Of current concern, 
is a national survey finding that public attitudes towards people with mental 
illness in England and Scotland have become more negative (Mehta et a!., 2009), 
and studies indicating that adults with a mental illness report experiencing 
stigmatising attitudes and discriminatory behaviour in mental health services (e.g. 
Corrigan eta!,, 2003; Corry, P., 2008; Link eta!., 2004; Peterson eta!., 2006; Wahl, 
1999) such as psychiatric wards (Verhaeghe & Bracke, 2008).
Consequences of stigma and discrimination
Stigma and discrimination can affect available opportunities, an 
individual's relationship with society (Berry et a!., in press; Corrigan, 2004; Wahl, 
1999) and have negative effects on an individuals' mental and physical health. 
Two meta-analyses (Mak et a!., 2007; Pascoe & Smart-Richman, 2009) suggest 
that perceived discrimination, regardless of type, has a negative effect on mental 
and physical health, both long and short term, likely moderated by a stress 
response.
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Tackling stigma in context
Tackling stigma and discrimination is integral to a recovery-oriented 
mental health system, to promote hope, empowering relationships and 
meaningful roles in society (Kottsieper, 2009). Therefore it is important to 
understand stigma and discrimination in relation to issues of power, service user 
involvement and collaborative practice if we are to increase personal recovery- 
orientated practice. Collaborative working at all levels of service delivery and 
research, must genuinely meet the needs of service users, but Campbell (2001) 
suggests that this is currently swayed by power inequalities sustained by mental 
health professionals. Thus we must examine mental health professionals' 
conscious and unconscious attitudes, values and beliefs which might be barriers 
to change (Corrigan, 2002).
Mental health professionals have a responsibility to tackle discrimination 
(also suggested by Berry et al., in press), especially considering the major role we 
might play in the causation and perpetuation of stigma and discrimination. 
National and global programs have recognised this, such as the national Social 
Exclusion Unit (ODPM, 2004), calling for mental health professionals to examine 
and change their attitudes and practice.
Rational for this literature review
All mental health professionals are likely to be affected by cognitive biases 
that potentially lead to stigmatising and discriminatory attitudes and behaviours 
towards adults with a diagnosis of mental illness, which could in turn impede 
recovery (Servais and Saunders, 2007; Ucok, 2007; Sriram and Jabbarpour, 2005). 
Previous studies have investigated stigma in mental health professionals, 
including social workers, psychiatrists and general practitioners (for a literature 
review, see Schulze, 2007). The nursing profession has already developed a 
significant body of literature with Ross and Goldner's (2009) literature review on 
stigma, negative attitudes and discrimination towards adults with mental illness 
within their profession. Findings included increased negative attitudes and 
discriminatory treatment of clients diagnosed with borderline personality
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disorder, and pessimistic attitudes towards client outcomes, amongst psychiatric 
nurses compared with general nurses and the public.
Clinical psychologists are in a position of power to stigmatise and 
discriminate (or not) at all levels of service delivery and development, both 
directly and indirectly. This includes at assessment (including risk assessment), 
formulation (including diagnosis and attribution of aetiology), intervention (direct 
and indirect through the community mental health team and strategically), 
evaluation and research, teaching and communication, recruitment and working 
alongside those with lived experience of mental illness.
Therefore, to fully embrace the recovery model and increase service user 
involvement, our profession must begin by identifying and critically reflecting on 
the level and quality of literature pertaining to stigma and discrimination towards 
adults with a lived experience of mental health illness.
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Literature Review
A literature review was conducted to find articles relating to clinical 
psychologists stigmatising and discriminatory attitudes and behaviours towards 
adults with mental illness. Literature searches were initially conducted using key 
words of 'psychologist' and 'mental' and 'stereotype OR stigma OR bias OR 
discrimination OR perception OR attitudes OR judgment' in 'Psychinfo' and 
'Pubmed' search databases. Article abstracts were screened for relevance. 
Backwards and forward citation searches were also conducted from relevant 
identified articles. Inclusion criteria were articles published in peer reviewed 
journals (except for relevant, recent yet unpublished articles), available in the 
English language, in the last 30 years, presenting psychologists attitudes and 
behaviours. Exclusion criteria included, child or adolescent only studies and 
review articles not specific to psychologists.
Main Review
Smith (2008) conducted a Virginia-based American study, comparing 
attitudes of four professional and non-professional groups (total 188 participants) 
towards adults with a non-specified mental illness. The groups were mental 
health professionals, trainee mental health professionals, general public 
(specifically non-mental health professionals) and trainee professionals (in non­
mental health field). Mental health professionals included psychologists, 
counsellors and social workers. A questionnaire measured attitudes of 
'authoritarianism, benevolence, social restrictiveness, and community mental 
health ideology'. Mediating factors included profession type, time in the relevant 
field, social distance attitudes and amount of supervision received. Results 
amongst mental health professionals showed no significant difference in attitudes 
toward mental illness between profession types, between trainees and 
professionals, or relationship to length of time qualified. As no differences were 
seen in attitudes between the mental health professions, the analysis was 
conducted with psychologists data collapsed with counsellors; suggesting caution
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in applicability of results due to the differential nature of psychologists and 
counsellors practice and backgrounds. A notable finding was that having 
supervision was associated with more favourable attitudes toward adults with 
mental illness. Mental health trainees and professionals showed less stigmatizing 
attitudes compared to non-mental health trainees and professionals. Overall, a 
significant positive relationship was found between social distance and negative 
attitudes towards adults with mental illness. Particular strengths of this study 
were the consideration of amount of supervision received and also a comparison 
between trainees and qualified professionals. The validity of the study was 
compromised by measuring attitudes towards 'an adult with unspecified mental 
illness', as responses might have varied greatly towards particular diagnosis; this 
individual or groups might have responded with a particular diagnosis in mind. For 
example, non-mental health professions may have been drawn to the media 
stereotype of 'a schizophrenic'. The reliability is additionally threatened as the 
questionnaire's psychometric properties were acceptable for only three of the 
four subscales.
Servais and Saunders (2007) present a national American survey of 305 
clinical psychologists assessing social distance attitudes, and attitudes towards 
adults with moderate depression, borderline features and schizophrenia. 
Attitudes were measured using a non-standardised semantic differential scale, 
rating perceptions on stereotypes of effective-ineffective, understandable- 
incomprehensible, safe-dangerous, worthy-unworthy, desirable-undesirable, and 
similar-dissimilar (to self). A potential weakness is that these outcome domains 
were corroborated from prior attitude studies, and are perhaps rightly or wrongly 
common stereotypes. The results showed clinical psychologist attitudes were 
moderated by diagnosis; with adults with schizophrenia viewed as significantly 
more ineffective and incomprehensible than individuals with depression or 
borderline personality features. Psychologists viewed adults with borderline 
features as most dangerous, and borderline features as the most undesirable. 
Adults with a diagnosis of schizophrenia were viewed as most dissimilar to 
themselves, suggesting that this group of psychologists socially distance 
themselves from adults with personality and psychotic conditions. The large 
variability in attitudes between individual psychologists, suggests caution in
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generalising these results. It might be useful to investigate if this heterogeneity is 
actual or an artefact of unmeasured confounding factors. Study 
representativeness is compromised due to the low 34% response rate, as 
selection bias might have resulted in responses from those psychologists holding 
more favourable views.
La u be re t o/., (2006) and Nordt etal., (2006) present a study conducted in 
the German speaking part of Switzerland, surveying attitudes of mental health 
professionals (including 66 psychologists) and the general public towards adults 
with and adults without psychiatric symptoms. Participants completed an 
acceptably valid, yet non-standardised questionnaire assessing stereotypical 
attitudes towards adults with non-specified mental illness ('people with mental 
illness') and willingness to restrict the rights of a person with a diagnosis, a 
vignette to recognise mental illness, and a social distance questionnaire. This was 
conducted over the telephone to minimise social desirability bias. The 
stereotypical attitudes were considered either positive (responsible, healthy, 
sympathetic, charming, autonomous) or negative (unpredictable, mad, weird, 
unreliable, dangerous). A strength is that outcomes included 'positive' traits, not 
only symptom reduction as is traditionally used. Nordt et al., (2006) found 
psychologists showed fewer 'negative' stereotypes towards adults with mental 
illness, compared with nurses, psychiatrists and the general population. A 
significant quarter of psychologists and psychiatrists considered the 'non-mentally 
ill' vignette case, to be mentally ill, which should call into question the role of 
labelling and diagnosis. There was no difference across all groups in social 
distance, with overall greatest social distance towards the adult diagnosed with 
schizophrenia. Lauber et al. (2006) found psychologists, nurses and other 
therapists compared 'favourably' to psychiatrists in that they believed that adults 
with mental illness 'not as dangerous, less skilled and more socially disturbing' 
than the general population. Across professional groups, women compared with 
men, believed that people with mental illness compared to the general population 
are less socially disturbing and more skilled. Also across professional groups, older 
professionals believed that adults with mental illness are less socially disturbing 
and less dangerous. People with longer professional experience, believed the 
mentally ill are more normal and healthy. Psychologists held significantly less
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negative global stereotype scores as compared with psychiatrists, specifically 
regarding stereotypes on level of 'social disturbance', 'dangerousness', 'normal 
healthy' and 'skilled'. Overall, mental health professionals did not differ in 
attitudes towards dangerousness, as compared to the general population. A 
particular value of this study is that it compared attitudes between the general 
public and professional groups, allowing comparison of the extent of psychologist 
stigma in social context.
Jorm et al., (1999) conducted a national Australian study comparing 
clinical psychologists, general practitioners, psychiatrists and general public's 
attitudes towards adults with symptoms of schizophrenia or depression. A 
questionnaire was sent to mental health professionals, with 454 clinical 
psychologists responding. The questionnaire was based on a vignette describing 
an adult with a diagnosis of schizophrenia or depression {without using the 
diagnostic label) and questions assessed attitudes towards long term outcomes, 
with or without professional help. Similarly to the Lauber et al., (2006) and Nordt 
et al., (2006) study, outcomes were negative (to be violent, drink too much, take 
illegal drugs, have poor friendships, attempt suicide) or positive (to be 
understanding of other people's feelings, have a good marriage, be a caring 
parent, be a productive worker, be creative or artistic'). Overall, clinical 
psychologists indicated favourable outcomes as more likely, for adults with 
symptoms of schizophrenia and depression, compared with general practitioners 
and psychiatrists. Clinical psychologists and the general public believed adults 
with depressive symptoms will be more likely to experience discrimination, as 
compared with general practitioners and psychiatrists. All three mental health 
professional groups indicated that adults with symptoms associated with 
schizophrenia would most likely experience discrimination, compared with 
general public's beliefs. Overall, professionals showed less favourable beliefs for 
outcome of schizophrenia and depression, compared with the general public. 
Across all mental health professionals, clinical psychologists as a group, showed 
the most favourable attitudes towards people with mental health problems, 
especially depression.
Caldwell and Jorm (2001) later obtained data on mental health nurses 
attitudes and compared with Jorm et al., (1999) results. Results showed that
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mental health nurses were significantly more optimistic than clinical psychologists 
and the other professional groups for outcomes of adults with schizophrenia 
symptoms, with and without professional help. Clinical psychologists showed 
similar attitudes to the general public, nurses and psychiatrists for the outcome of 
the adult with depression symptoms if professional help was accessed. Mental 
health nurses were significantly more likely to believe in positive long term 
outcomes for the adult with schizophrenia symptoms, compared with all of the 
professional groups. Across professional groups, clinical psychologists were 
significantly the least likely of the professional groups to show negative outcome 
attitudes for the adult with schizophrenia symptoms. Clinical psychologists were 
not affected by gender or described diagnostic symptoms. Age was found to 
relate to attitudes of mental health professionals, except for clinical psychologists.
Earlier studies. Two questionnaire studies by Roskin et al., (1988) and 
Calicchia (1981) conducted in New York, America, compared attitudes of mental 
health professional including psychologists, psychiatrists and social workers. Both 
studies measured social distance attitudes towards 'patients'. Roskin et al. (1988) 
results showed no significant difference between mental health professionals on 
'moral weakness' as a cause of mental illness, and psychologists showed least 
social distance than social workers, psychiatrists and nurses. Calicchia (1981) 
assessed stereotypical attitudes towards the 'ex-mental patient' in the context of 
'community care' on five dimensions; perceived worth, dangerousness, 
effectiveness, comprehensibility and desirability. Results showed that all 
professional groups held negative attitudes; psychologists displayed the most 
'favourable' attitudes, followed by social workers and then by psychiatrists. 
Overall, psychologists perceived 'ex-mental patients' as relatively safe, desirable 
and worthy and less effective.
Qualitative Accounts. Kottsieper (2009), a clinical psychologist in America, 
describes her experience of serious mental illness and the associated stigma. She 
calls for a need to reduce the stigma towards serious mental illness within our 
own profession, through increased self awareness, reflecting on training and 
practice in order to '... fully embrace the person behind the disorder, improve our 
self awareness ... question our assumptions about such difficult topics as self­
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disclosure, and help us forge more effective therapeutic relationships/ Kottsieper 
also urges readers to consider our own role in causing and perpetuating stigma 
and discrimination towards adults with mental illness.
Frese et al., (2009) present the views of four psychologists who have 
themselves received a diagnosis and treatment for schizophrenia. Frese describes 
his own views and that of psychologist Dr Patricia Deegan who, from a position of 
lived experience, both call for mental health professionals to examine their 
attitudes and beliefs held about recovery in serious mental illness. This paper 
encourages readers to value the role of service user involvement in mental health 
services as important in recovery, and emphasises unhelpful staff attitudes as 
barriers to recovery (expanded in Deegan, 1988).
Service User Involvement. As discussed earlier, it is important to consider 
increasing service user involvement, therefore I include an article surveying 
clinical psychologists' attitudes and intended behaviour regarding service user 
involvement in mental health services in Wales. Soffe et al, (2004) surveyed 
'opinions and perceptions of mental health professionals regarding consumer 
involvement in the delivery regarding services" (Kent & Read, 1998; as cited in 
Soffe et al., 2004). This questionnaire was service-user developed, suggesting 
genuine collaborative research and thus meaningful results for service users. 
Items investigated attitudes and current practice on service user involvement at 
all levels of service delivery, including treatment, evaluation, planning and 
management. Of the 26 clinical psychologists who responded (52%), results 
showed the majority as supportive of service user involvement, although no 
comparison group was used. There was notable heterogeneity in responses, for 
example the item 'Should service users be involved in the evaluation and 
diagnosis of their presenting problem(s)?', 52 % of respondents indicated 'Always' 
and 44% indicated 'Occasionally'.
Findings and analysis of literature review
Eleven relevant papers from the last 30 years were retrieved, including 
two qualitative papers. All quantitative studies used self-reported expressed
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attitudes and not actual behaviour as a measure of stigma and discrimination; 
though some studies attempted to measure actual behaviour measure through 
intended behaviour (e.g. Soffe et al., 2004), or vignettes (e.g. Williams, 1999). 
Significantly, this means that the clinical psychology profession has literature 
investigating stigma but no literature investigating discrimination.
All studies measured social distance attitudes; psychologists tended to 
view adults with a diagnosis of schizophrenia with most social distance as 
compared with depression, although psychologists showed least social distance 
overall compared with other mental health professionals. Social distance is an 
important factor in stigma, supported by the Smith (2009) study showing a 
positive correlation with negative attitudes.
Psychologists' attitudes tended to be dependent on diagnostic label, with 
most favourable attitudes towards adults with depression and least favourable 
attitudes towards adults with a diagnosis of schizophrenia. However studies not 
specifying mental illness by diagnosis (e.g. Smith, 2009), may have masked 
heterogeneous attitudes towards adults with different diagnostic labels.
Psychologists tended to hold the least negative and most favourable 
attitudes towards adults with a mental illness, as compared with other mental 
health professionals, particularly psychiatrists and general practitioners. This 
could reflect an actual or biased view, for example, some negative evaluations are 
justified (i.e. those based on realistic clinical appraisal), whereas others are not 
(i.e. those arising from biased perceptions). Overly negative staff attitudes might 
imply clients being denied positive risk-taking in care-planning or opportunity for 
recovery and meaningful activity. However, overly positive attitudes might imply 
poor risk assessment and unsafe practice. The Smith (2009) study indicated that 
attitudes related to supervision status; psychologists receiving regular supervision 
held more favourable attitudes compared to psychologists not receiving regular 
supervision, although this is not a causal relationship.
The literature review revealed that most studies evaluated certain 
attitudes as positive or negative which might be too crude a categorisation of 
these multi-dimensions of character; for example, in Servais and Saunders (2007) 
study, attitudes regarding 'dangerousness' might actually be accurate and 
therefore helpful in practice for assessing risk. Most papers did not describe how
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these attitude outcomes were chosen, which perhaps led to limited results; for 
example, Jorm et al., (1999) investigated attitudes of psycho-social outcomes, but 
did not ask about physical health. Studies might be more balanced and 
meaningful with service user involvement to decide outcomes, perhaps learning 
from the recovery movement literature.
Methodological considerations. All studies had an acceptable number of 
psychologists participating, although additional methodological limitations are 
considered below.
Selection bias was noted as a limitation in most studies regarding 
recruitment of psychologists through a non-compulsory professional body (e.g. 
Jorm et al., 1999), and self-selection bias (e.g. Servais & Saunders, 2007; Steinert 
et al., 2005; Caldwell & Jorm, 2001). Response rates across studies varied from 
34% to 70%, mostly at the lower end, and perhaps those holding more favourable 
attitudes responded. Social desirability bias affects the validity of all self-report 
studies, with respondents providing responses perceived to be more socially 
desirable. This could particularly affect stigma studies due to their potentially 
salient nature. Some studies considered this and used a semantic differential scale 
(e.g. Servais & Saunders, 2007) or administered a measure of social desirability 
(e.g. Smith, 2008). Additionally, expressed attitudes might not reflect unconscious 
attitudes (as also suggested by Campbell, 2001). Due to selection bias and social 
desirability bias, findings might reflect more positive attitudes than are actually 
held in the general groups, as also suggested by Steinert et al. (2005).
Most studies used un-standardised measures of attitude and unique 
study-specific vignettes, therefore limiting cross study comparison and 
threatening validity and reliability.
Limitations in applicability. Specific important limitations in generalising 
these results to UK clinical psychology are described below.
Country and culture. Psychologists attitudes can be expected to differ 
across national and international communities, due to variations in training 
programs, and wider cultural and language differences. A particular difference 
between UK and American psychologists is state or private funded practice, 
respectively, which could affect staff motivation, stress and burnout, thus
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affecting attitudes. It is also important to consider that 'mental illness' holds 
different definitions and implications across countries and languages, limiting 
generalisability of results.
Psychology practice. As psychologists are less likely to work with severely 
unwell clients than psychiatrists and mental health nurses, negative attitudes 
might also be explained by 'physicians bias' (Thornicroft, 2007); staff working in 
state mental health services, are only exposed to unwell people, rather than 
experiencing adults who have received a mental illness diagnosis but are 
flourishing or in recovery.
Individual differences. Most studies measured moderating factors such as 
social distance, age and gender, although results showed no consistent 
relationship to attitudes, except for supervision status. The large variation in 
attitudes within the clinical psychologist group suggests that over-generalising can 
be unhelpful; perhaps even a form of over-representativeness cognitive bias.
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Conclusion
The literature review shows a body of literature investigating clinical 
psychologists stigmatising attitudes towards adults with mental illness, but no 
quantitative literature investigating discriminatory behaviours. Despite significant 
limitations in generalising, the literature indicates that generally clinical 
psychologists do hold unhelpful attitudes about adults with mental health illness 
particularly schizophrenia, but less so than most other mental health 
professionals. Negative attitudes are potential barriers (Happell, 2008) to service 
user involvement, although UK psychologists appear in favour of service user 
involvement.
implications on Practice
Direct clinical work. It is likely that negative attitudes affect the 
therapeutic relationship and perpetuate self stigma (Servais & Saunders, 2007) 
perhaps leading psychologists to be biased against working with certain client 
groups (Minkoff, 1987). The finding that psychologists receiving regular 
supervision held less negative attitudes supports the need for appropriate clinical 
supervision, to explore cognitive biases and unconscious attitudes towards clients, 
particularly transference issues. Supervision might reduce burnout, leading to 
more helpful attitudes.
Teaching and communication. Findings suggest an important role for 
clinical psychologists to train other mental health professionals, to increase 
awareness of stigma and discrimination from a psychological understanding. 
Unchallenged unhelpful attitudes and behaviour might perpetuate stigma and 
discrimination in the general public. These findings also challenge the notion of 
psychiatrists as leaders in tackling stigma, as also suggested by Lauber et al. 
(2006).
Clinical psychology training. Unhelpful attitudes can be perpetuated 
through clinical training (Berry et a!., in press) through promoting the 
'psychologist as expert' stance, leading to dis-identification (as suggested by
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Servais & Saunders, 2007), and as suggested by Kottespier (2009), clinical 
psychology training's typical focus on deficits and pathology. This supports the 
need for involvement of adults with lived experience in clinical training and to 
increase emphasis on wellbeing and strengths. The importance of investigating 
staff attitudes and social distance is highlighted by Harper et al. (2003) who 
suggest barriers to service user involvement in clinical psychology, including 'a 
wish to avoid exploring the fact that we are not that different from users of 
services'.
Research and evaluation. Further studies are needed in this field, 
developed and conducted collaboratively with service users. Future studies could 
investigate attitudes using qualitative studies so that relevant and meaningful 
attitudes are investigated. Studies also need to measure discriminatory behaviour, 
and develop better standardised outcome measures. Future research could also 
compare attitudes to actual base rates, to give a more realistic view of biased 
perceptions.
Genuine service user involvement
Some professionals might resist moves towards increasing service user 
involvement (Tait & Lester, 2005), and although this review found general 
supportive attitudes for user involvement amongst clinical psychologists, 
Campbell (2001) warns of differences between expressed support and actual 
practice. 'Practitioners should also acknowledge their fears and prejudices 
concerning service user involvement in services' (Berry et al., in press), as only 
then can we have meaningful involvement. For socially inclusive practice to be 
genuine it must reflect the actual needs of the service users, and address the 
power imbalance between staff and service users, else it runs the risk of being 
'tokenistic' as has been seen to happen (Repper & Breeze, 2007). Happell (2008) 
points out the consequences of subtle discrimination in the form of political 
correctness, which can actually perpetuate the power inequalities further. 
Perhaps a local community initiative would be more effective in tackling these 
sensitive issues (e.g. Harper etc/., 2003).
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Tackling stigma and discrimination. The range of attitudes and beliefs 
within the profession suggests a need to tackle discrimination at an individual 
level, supported by the important moderating role of clinical supervision. Also, the 
variations found in attitude, as moderated by diagnosis, suggests individualised 
and targeted anti-discriminatory promoting interventions to individuals, 
professional groups or the public (also suggested by others e.g. Stuart, 2005; 
Corrigan et al., 2003). Service user involvement as experts by experience is 
integral to this process (see Corry, 2008), otherwise mental health professions 
might express unhelpful attitudes and continue to stigmatise and discriminate 
(Wahl, 1999).
Essentially, if we are to improve practice and embrace the recovery 
model, clinical psychologists have a responsibility for identifying helpful and 
unhelpful attitudes towards adults with mental illness within our profession, the 
mental health system and the general public, through research, reflection and 
increasing genuine service user involvement.
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Introduction
Upon beginning the Doctorate in Clinical Psychology, one of the first 
modules was 'Personal and Professional Development'. This involved working in 
groups of eight trainees, facilitated by a clinical psychologist. The first exercise of 
this module was a 'problem based learning' (PBL) exercise to deliver a group 
presentation on 'the relationship to change' to the rest of the cohort and 
academic staff. Suggested learning outcomes included increased knowledge about 
group process, reflecting on our own role in a group, and an overall greater 
understanding of the process of change. The presentation was to be delivered on 
the sixth week, allowing five sessions for planning and preparation. This report 
will first describe the group process, what this means for my own personal 
development, and future as a clinical psychologist.
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The Group Process
Description of the group
Session one. As a group we decided to begin to identify the task and 
process which we were about to undertake. It was the first time we had met each 
other as a group and our facilitator. Whilst getting to know each other, we 
decided to have a weekly rotating minute-taker and chair. Based on the groups' 
collective experiences of successful group work, we also decided to set ground 
rules, an agenda and a check-in/check-out process. Upon suggestion from our 
facilitator, we took some time to reflect on what the notion of 'change' evokes in 
each of us. When we shared our ideas, I was struck that group members had used 
their personal and varied style of brainstorming, and presented very different 
content to myself and each other. Discussions then included, 'change' as related 
to certain concepts such as time, motivation, intervention, natural and awareness; 
emotions such as fear, anxiety and excitement; and situations and reactions to 
change such as events, choice and culture. A recurring theme was how our beliefs 
and assumptions lead to evaluation and/or measurement of change as positive or 
negative. We set homework in session one, and continued to do so for the 
remaining sessions.
Session two. We developed our ideas further with a much more systemic 
approach, as opposed to session one which was self-focussed. Discussion included 
change in the NHS and mental health service delivery, over life, the far reaching 
effect of change between and within individuals, society, families, politics and 
economics. Discussion also included beginning to understand what problem 
based learning means, particularly as the task initially appeared rather vague and 
lacking in goal, which was anxiety provoking. I was drawn to the idea of PBL as an 
active way of deep learning for ourselves (Kolb, 1984). We also reflected on our 
group process, and decided to review psycho-social theories of change.
Session three. We presented our research on theories. I had chosen to 
focus my literature search on psychodynamic theories, particularly as I was 
familiar with some theories of Carl Jung and Irvin Yalom. Some of my literature
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review explained how our relationship to change depends upon our past 
experiences of change (Howard, 2005). Discussion also included Tuckman's Stages 
of Change (Tuckman, 1965) and Bions' Basic Assumptions (Bion, 1961). I found 
this process stimulating as I enjoyed researching theories and integrating them 
into my prior learning. I became aware that most theories of change move from 
point A to B and are goal-orientated. A colleague suggested a collage as a useful 
tool for critically reflecting upon a key event (Ernst & Martin, 2006), and we felt 
we could use this to reflect and present our group process.
Session four. We began deciding a structure for the presentation, moving 
from process to goal-orientation. Each group member had their own idea on how 
best to structure the presentation, yet after discussion we still had to choose only 
one. We tried to do this democratically so that everyone's views were considered, 
which was frustrating for most group members. We reflected that although this 
way of deciding may seem slow, it was the best way to develop a genuinely 
collaborative effort. Finally, we decided to present a collage timeline 
communicating our process, including our group and individual process of change 
and how this applies to future clinical psychology work. We split into pairs to 
gather material for our section of the collage.
Session five. We presented to each other our material and put together 
the collage. We had all chosen various types of cuttings, for example captions, 
symbols and pictures. Differently to previous sessions, we made only key 
decisions together, although this still felt collaborative.
Session six. During the presentation we found that the collage was 
difficult to view by most of the audience. As expected, I found myself anxious 
before the presentation, although it was ultimately a positive and rewarding 
experience for the group.
Group dynamics and process
We moved from being confused about the task and feeling anxious, 
excitable, self-focussed and uncontained, to building relationships with each 
other, working collaboratively, being more honest and feeling safer. It was 
interesting to apply psychological theories of change to our group, particularly
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Bion (1961) and Tuckman (1965), and consider what stage we might be at. The 
group did express that it might be at a 'performing' stage, although five sessions is 
perhaps too few to move through all stages. The frustrations I often felt might 
have been 'storming', or linked with my expectations of progress, and difficulty 
relinquishing my perceived control. I felt more comfortable over time giving and 
receiving feedback, although it was quite an anxious process for me, perhaps due 
to concern of being judged negatively.
Individual process
Upon commencing the task I became aware of my beliefs and 
assumptions that lead to my evaluation of change as positive or negative, perhaps 
related to my past experiences of change, particularly through my academic and 
professional experience. I had placed importance on change as an outcome that 
can be measured, and also the idea that if 'one needs to change' it is due to a 
deficit. Overall, I found it empowering to self-direct my own learning and think 
this was meaningful as it allowed me to assimilate new information into my 
current working models. I was concerned that I might be too controlling in the 
group, so I tried to listen more and work with other people's ideas. Our facilitator 
fed back to us their perception of each of us; I had demonstrated a role of 
'assimilator' of ideas and themes. As the facilitator was present at only three 
sessions, I became aware of the effect of the facilitators presence on myself and 
the group. When the facilitator was present I felt more contained, and also took 
fewer risks with what I would say, initially related to anxiety of being negatively 
evaluated by the facilitator. As my familiarity of the facilitator grew, I appreciated 
the clear non-judgmental approach and consistent focusing on our strengths.
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What I learnt from the group process
Appreciating diversity and difference
Through reflecting on the frustrations felt within the group when 
confronted with eight different ways of working and contributions, but the 
richness provided when all views were heard, I was struck by the need to 
appreciate diversity. Particularly appreciating our different cultures and beliefs, 
and the different roles and strengths that each of us brought to the group. I 
realised that in my clinical work, myself and the client are likely to come from 
different micro and/or macro cultures, and I need to acknowledge and consider 
this to better understand and facilitate the therapeutic relationship. This is also 
relevant to diversity within a staff team, valuing the skills and experience of other 
professionals.
Genuine collaborative practice
Other group members often presented valuable ideas so very different to 
my own, highlighting to me the need for collaborative practice, which does not 
necessarily mean everyone agreeing the same point, but listening to each others' 
ideas and working to develop the 'best' idea relevant to the group at that time. As 
hard as I found this process initially, this delivered richer, more meaningful, fast 
evolving group ideas. Collaborative practice also highlighted to me the need for 
genuine service user involvement and effective multi-disciplinary team work.
Critical reflection
Reflection is integral to good practice, through using supervision, 
formulation skills, reflection frameworks (such as Rolfe et al., 2001), and explicitly 
asking for feedback from clients and colleagues. I was struck by the how much 
others and I evaluate change positively or negatively, and I thought about the
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value of instead considering change as a process of personal growth, perhaps 
without a definite outcome. For example, through reflection, I became aware of 
my concerns of evaluation by other group members and the facilitator, 
particularly that I was keen to be liked. This issue is something that I still hold but 
expect to continue working on as it could negatively affect my therapeutic work. I 
might act to sustain this perceived positive evaluation, which might be out-of­
synch with a clients' best interest.
Creating a safe space
I was reminded of the importance of creating a safe therapeutic space, 
through allowing a relationship to develop in its own time and maintaining 
boundaries. Through this, I hope to communicate my appreciation of difference, 
through continuous reflection both of myself and others, so I can genuinely work 
collaboratively and effectively with clients and colleagues.
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What this means for my work in clinical psychology
Challenging unhelpful beliefs
I recognise that I must always keep reflecting through supervision, record 
keeping, discussion with colleagues, and ongoing training to recognise and 
challenge unhelpful beliefs I may have developed. Two particular unhelpful beliefs 
systems that I have recognised through this task, simply put, is that change 
denotes a deficiency, and my need for control and to be liked. For example, my 
beliefs that a need for change denotes a negative deficiency, has in the past been 
reinforced by the fact that psychological work is often problem focussed and my 
early environment. Therefore, I now place importance on discussing strengths in 
my clinical work. Additionally, it is possible that this belief is held by others, which 
I expect would make it challenging for a client to accept therapy. The PBL task has 
allowed me to become aware of these beliefs, to begin challenging them and 
changing my practice. However, I appreciate that this is a process that will 
continue, particularly through reflective practice.
The client in context
I recognise the need to explore and understand change in the context of 
my own system (including the mental health system and my social, cultural, 
political, economic environment), the clients system (including carers, families 
and community environment), and the interaction between the two where the 
therapeutic relationship forms. The idea of change as a process informs me that 
clients need to change in their own time. This has widened my perspective so as 
to remember that a client is accessing services at a snapshot of time in their 
lifespan. Overall, I need to view the client in context of their environment, social 
systems and lifespan, and the need for reflection and formulation to aid this 
process.
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Leadership
New ways of working for psychologists (Department of Health, 2007) 
suggests leadership as an important role for psychologist. I now feel able to apply 
my learning of democratic, collaborative decision making, and group work to 
facilitate the development of teams to develop the best ways of working with the 
client. My understanding of appreciating diversity and group process are helpful 
in working in and leading multi-disciplinary teams. The recovery model is an 
approach which requires me to use all these skills described above. In this case, 
there is a need to shift mental health service culture from the traditional clinical 
recovery perspective of symptom reduction to facilitating change towards a 
client's personal meaning of recovery. Gradually, we can begin making changes 
which will hopefully affect the wider mental health system.
Final reflection
This task hugely aided my development as a clinical psychologist, by 
beginning exploration of mine and others relationship to change, essential as the 
tenet of our work is based on change.
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Introduction
During my second year as a trainee clinical psychologist, I engaged in a 
problem based learning (PBL) exercise within my personal and professional 
discussion group of eight fellow trainees, formed from the start of the course. We 
were presented with a clinically relevant 'problem' and asked to research and 
discuss issues relevant to our practice, leading to a presentation to the rest of our 
cohort and evaluators from the course team. Our group facilitator was not 
present for our PBL task although later discussions were conducted in facilitated 
groups.
The first section of this paper briefly outlines the 'problem', the group 
process and the presentation. The next section highlights key personal and 
professional learning points, and how I related them to my current clinical 
placement. The final section summarises how I can apply these learning points to 
my future practice.
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What we did
The problem
We were presented with a vignette, genogram and eco-gram of the 
'Staines' family situation. The problem surrounded the issue of three-year-old 
twin girls placed in short term foster care following a recommendation of a full 
child protection case conference and court hearing that the children continued to 
be at risk of emotional abuse and neglect under the care of their parents. We (as 
'the psychologists') were approached by the children's Guardian and asked to 
conduct a risk assessment and if appropriate, to help the court develop a 
rehabilitation plan for the children. However, the Local Authorilty wished to place 
the children for adoption in the belief that the parents of the twins would never 
be able to adequately care for their children, despite the parents' passionate 
commitment to have the children returned to their care. Key background details 
from the vignette are summarised next. Mr and Mr Staines were described as a 
white family, living on state benefits in conditions of deep poverty. Mrs Staines 
was diagnosed with mild learning disability (LD) and Mr Staines was reported to 
have attended a special-needs school, but with no diagnosed LD. They cannot 
read or write English and tend to have new court reports read to them once, 
immediately before a meeting. It appears that Mr and Mrs Staines have some 
difficulty in 'keeping house' and social services arranged for a generic (ie non 
specialist in LD) family worker to assist, which did not seem to meet their needs. 
In the vignette it was reported that Mr Staines' parents were supportive of the 
children's care, both practically and financially, and would like to be considered as 
potential carers for the children, although had not yet been formally considered 
for such by social services.
Mrs Staines has two older children who she has no contact with as they 
were subject to a closed adoption due to her violent and threatening first 
husband. During arguments, Mr Staines has repeatedly physically assaulted Mrs 
Staines when he has been under the influence of alcohol. The children have
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witnessed these arguments and assaults. Mrs Staines was raised as a Looked After 
Child in a care home and has no contact with her family. She is taking anti­
depressant medication and seeing a community psychiatric nurse (CRN) for 
'counselling'.
The process
In terms of my own process of assimilating this 'problem', my first 
thoughts and feelings included a sense of the overwhelming complexity of this 
situation. I also experienced emotions such as sadness, anger and anxiety related 
to my immediate thoughts of the apparent unfairness of the situation on the 
children and parents, and an appreciation that I/we would have to find the 
'correct solution' that managed the potential psychosocial and physical risks to 
the children and parents. In terms of the group process, I found that this problem 
appeared to raise strong feelings similar to mine, amongst the group, although 
members seemed to be expressing their varying opinion, and found themselves 
almost polarised in viewpoint with either the children, parents or grandparents. 
We began by discussing themes and reactions to the vignette, and explicit 
reflections on our own position, whilst also considering the actual risk assessment 
and potential rehabilitation ideas. In order that we might be better informed in 
making decisions based on evidence, we each decided to research and share a 
particular aspect of this case, for example some group members researched the 
long term effects on children who witness domestic violence, summarised in a 
meta-analysis by Kitzmann et al. (2003). I found that this clearly supported a 
detrimental impact of the psychosocial outcomes for such children, especially 
preschool-age children; I was drawn to exploring the role of interagency group 
dynamics in situations such as this. While considering themes, we attempted to 
apply theory to practice, for example discussing how Mrs Staines' legacy of abuse 
and being disempowered might be playing out in this situation based on systemic 
and attachment narrative ideas from Dallos and Vetere (2009).
We decided that the main points we wanted to communicate in the 
presentation was that the need to consider and manage multiple perspectives, 
tensions in managing 'safe uncertainty', how exploration of our group dynamics
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might give insight on potential dynamics within the family and social services, how 
these issues related to our personal and professional experience and future 
development. We thought that an appropriate and meaningful way of 
communicating this in our presentation would be in the format of a sketch of our 
discussions and reflections. Our group also drew on our experience and learning 
from the earlier PBL exercise in first year of training, which included attempting to 
continually reflect on our individual and group process through feedback and self 
reflection, and to structure our reflections using Rolfe et al.'s (2001) framework 
for reflexive practice. Through this structure, we identified and reflected on our 
group processes such as avoidance of discussing risk, perhaps due to the anxiety 
in group members caused by the expectation of needing to find the 'correct 
solution'; we considered that our process might reflect that experienced by 
members of the child protection case conference, perhaps when members are 
driven to looking for a 'certain' safe solution.
The presentation
We included main themes including understanding group dynamics in 
families and multi-disciplinary teams (MDT), tensions in holding safe uncertainty 
and managing positive risk-taking, understanding multiple perspectives in MDT. 
We also considered theory and practice links, applying research, and systemic and 
psychodynamics ideas such as hypothesising possible family scripts. For the 
presentation, we developed a risk assessment considering possible psychological, 
physical and social risks and protective factors; we described a tension between 
safely managing risk and empowering the Staines family. We also proposed a 
potential rehabilitation plan which included a trial period of considering the 
grandparents as carers for the children, and meaningful and appropriate support 
being offered to Mr and Mrs Staines. To elaborate, through our shared research 
we learnt that a lack of support services for parents with LD is a key factor in 
influencing court decisions regarding placement of children (Tarleton et al., 2006), 
therefore we thought that an assessment by an occupational therapist trained in 
working with people with learning disabilities would help to empower Mr and Mrs 
Staines.
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Application to Practice
This section highlights my key personal and professional learning points, 
and how I attempted to relate them to my current clinical placement. I believe 
that this process greatly developed my knowledge and understanding of ethical 
and professional issues encountered when working with disempowered 
individuals and their complex systems. I gained knowledge through my own 
research and the shared research with each other, and gained understanding of 
certain process issues. These included; the need to reflect on our personal and 
professional experiences, a need to appreciate and hold diverse views in clinical 
practice to facilitate communication and understanding, a need to reflect on 
personal and group processes in MDT working and an understanding of holding a 
position of safe uncertainty and positive-risk taking. I have related these learnings 
to my clinical work since on my people in later life placement, although I expect 
that I will find greater direct relevance of the specific LD and child protection 
issues to my later placements when working with children and people with LD.
Reflective and reflexive practice
For me as a trainee and clinical psychologist, it is essential to engage in 
reflective and reflexive practice, based on the Rolfe et al. (2003) framework 
describing meta-reflection on my personal and professional experiences, as this 
may influence the perspective I/we adopt in relation to emotionally charged 
dilemmas at work. This PBL task has allowed me to develop my skills in reflection 
particularly regarding group dynamics whilst considering myself as part of the 
system; this being an area which I have been interested in since doing part of a 
diploma in group therapy in my early career. It is likely that staff in an MDT will be 
part of conflictual group dynamics in and between several systems, including their 
MDT and the clients systems, most likely to occur when outcomes have high 
impact (Weingart & Todorova, 2010) and problems are controversial and novel 
(Dearden & Miller, 2006), typical in an NHS mental health service. These group 
dynamics might be expressed as a blaming culture or 'splitting' leading to
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increasing polarised views and lack of understanding and support between MDT 
staff. Highlighting, managing and if appropriate, reflecting on these group 
dynamics with MDT staff might be a helpful way of enhancing a helpful group 
process resulting in a greater likelihood of good and thoughtful decision making 
and outcomes, a role that I hope to fulfil in my future practice as a clinical 
psychologist.
Safe uncertainty
In terms of holding a position of safe uncertainty (Mason, 1993), I gained 
an understanding that holding a position of safe uncertainty rather than safe 
certainty allows for curiosity to be maintained and minimises assumptions made, 
particularly in terms of our perceptions of others (clients and colleagues) and in 
exploring possible 'good enough' solutions to problems presenting in clinical 
practice. I understand that it is in this position of safe uncertainty that positive- 
risk taking can be practiced; a capability needed by all qualified clinical 
practitioners as detailed in the Ten Shared Capabilities government document 
(Department of Health, 2004). However, in holding safe uncertainty, there exists a 
tension between managing risk and empowering of clients, particularly as 
clinicians are likely to be drawn towards a need to be certain about risk, 
particularly to manage anxieties of being blamed for poor risk management in the 
NHS. Changing and managing this culture might be a role suitable for clinical 
psychologists.
Appreciating difference and diversity
Underlining this PBL for me was appreciating and developing my ability to 
hold diverse views in clinical practice to facilitate communication and 
understanding. I became more aware of the value of different approaches and 
perspectives available in an MDT which can lead to richer discussion and variety of 
solutions, but also the tensions that this may give rise to in terms of difficulty in 
understanding each other's professional roles and agreeing on a solution. I have
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learnt that to facilitate a positive MDT working experience, I need to be 
knowledgeable about the roles and responsibilities of my other health 
professional colleagues, and to practice an appropriate level of curiosity and 
respect about their personal and professional experiences.
I was able to apply some of these learnings to my practice on placement 
whilst working with a woman in her 80's, experiencing depression, anxiety and a 
fear of going out by herself, and with a history of a broken hip following a fall and 
chronic obstructive pulmonary disease (COPD). Whist working in a CBT framework 
and preparing for some behavioural activation intervention to tackle her 
depression, I found myself anxious about her having a fall if I encouraged her to 
engage in activities unsafe beyond her abilities, and therefore unhelpfully avoided 
encouraging her to go out alone. In reflecting on this I became aware of being 
reminded of my Grandmother who also has COPD. In discussing these issues in 
supervision, I came to understand that my self-reflection allowed me to discover 
likely transference I held towards this woman, related to my experience of my 
Grandmother's illness. I was also able to develop an understanding of the 
relationship between my client's experiences of relating to others by pleasing 
them, and my unease at the exacerbated power imbalance by my client's 
acquiescence. I became aware of the need to be more curious about my client's 
physical limitations and through discussion with her, requested an occupational 
therapy assessment and consulted with her general practitioner. I became 
comfortable enough at holding a position of safe uncertainty and was able to 
continue the behavioural activation intervention with her, whist being able to 
take the necessary positive risks in a managed and 'safe enough' manner to 
facilitate a change in her activity levels and therefore her mood.
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Final thoughts on future practice
Throughout this paper I have highlighted several of my key learning points 
from the PBL task and how I have attempted to apply these to my practice. Key 
learning points included development of my understanding of appreciating 
difference and diversity, holding safe uncertainty and positive risk-taking, through 
maintaining a curious, reflective and reflexive stance on my personal and 
professional experiences.
In addition to the points previously mentioned, I feel that this has 
informed my understanding of my future roles as a clinical psychologist, 
particularly in terms of clinical leadership. For example, I imagine that I would be 
able to apply my knowledge and skills of reflection, communication, group 
dynamics and service development to facilitate MDT members to reflect on their 
practice, manage emotionally arousing situations and dilemmas to ultimately 
facilitate development of an increasingly psychologically minded and reflective 
NHS clinical workforce so that risk is managed and clients are empowered.
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Personal and Professional Learning Discussion Group
Process Account 1: Summary
September 2010 
Year 1
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Summary
This process account explores the processes we engaged in over the 
course of the PPD groups, my key learning points, and how I can apply it to my 
NHS practice.
The processes we engaged in included two structured tasks, using the 
sessions as a space for reflection on personal and professional development 
issues arising from this group and our clinical and academic work, using this space 
for writing up our 'relationship to change' task for publication, presenting our 
personal genogram to the group and exploring endings.
My key learning points are discussed, these include a deeper 
understanding of the importance of ongoing self-reflexivity to identify unhelpful 
cognitions, explore transference issues, through better understanding myself and 
my context. I explore my ideas of individuals as influenced by the social historical 
and culture context. I also explore the recognition that this process is integral to 
my development as a clinical psychology as the therapeutic relationship as a safe 
space must be fostered to enable change in client work. Using the PPD group and 
my clinical supervision has helped me to indentify my strengths to build on and 
improve my practice, such as my leadership capabilities.
I then discuss some ideas for how I can and have developed my practice in 
the NHS, included using my skills, enthusiasm and understanding of systemic and 
community practice to develop service user-led services.
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Personal and Professional Learning Discussion Group
Process Account 2: Summary
July 2011 
Year 2
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Summary
This process account explores the processes I engaged in over the course 
of the second year personal and professional development (PPD) groups, outlining 
my key theoretical learning points, and how I can apply it to my clinical practice.
The main specific PPD related situations which have contributed to my 
learning include an exercise in exploring our perceptions of ourselves and each 
other in the group, portrayed through modelling putty, a discussion about 
whether or not to engage in a check in/check out process, the problem based 
learning task, the reading seminars and specific conversations. I then reflect on 
my understanding of the PPD group processes and describe group dynamics (such 
as splitting and projection), I consider my perceived role in the group 
(sage/facilitator), and consider my relationship with the facilitator.
Specific learning points included a development of my understanding of 
the concepts of attachment, safe certainty and valuing and appreciating 
difference and diversity, and how these are directly related to my development. I 
highlight the importance of maintaining these perspectives through a curious, 
reflective and reflexive stance on my personal and professional experiences.
I end with a summary of how I might apply my learning points to my 
current and future practice as a trainee and clinical psychologist, specifically in 
being an empathie and effective therapist and clinical leader, and in practicing 
consultancy.
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II. CLINICAL DOSSIER
76
Overview of Placements during Clinical Training
July 2012 
Year 3
77
Year 1: General Adult mental health.
During this year of training, I was supervised at the NHS Tooting CMHT 
based at Springfield hospital. During this time I had the opportunity to work 
directly with a diverse range of clients with particularly with regard to socio­
economic status, age, ethnicity and presentation. I also secured a place in a 
reflecting team at the Family Therapy Clinic on site.
Outside of the family therapy unit, my work was mostly in the Cognitive 
Behaviour Therapy (CBT) approach, whilst incorporating systemic ideas and 
discussing psychodynamic ideas such as transference in supervision. Significant 
pieces of individual therapy included working with clients on social anxiety, 
depression, obsessive compulsive disorder, and panic attacks. I also had the 
opportunity to facilitate and deliver two groups; an Introduction to CBT group to 
community mental health team clients, and a Wellbeing and Recovery group on 
the inpatient ward.
The Wellbeing and Recovery group particularly enhanced develop my 
understanding of group process in addition to incorporating ideas of self 
determination theory, positive psychology and recovery.
I delivered my SRRP at this placement, on recovery orientated practice 
which informed service delivery and future training events. I was able to practice 
my leadership skills and implementation and delivery of this project required 
collaboration with senior management in the trust.
I also conducted three neuropsychological assessments here, including 
the Wechsler Adult Intelligence Scale (WAIS), Coloured Ravens Progressive 
Matrices, and faces subtest of Weschler Memory Scale (WMS) as test of validity. I 
conducted one WAIS with a client at the Shaftsbury Clinic, a secure forensic unit.
I also had to opportunity to shadow members of staff, consult with service users 
groups and generally emerge myself in the team with regard to clinical meetings 
and case discussions.
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Year 2: Older Adults Community Mental Health Team.
In the first half of my second year of training, I had a placement at Sutton 
Older Adults Community Mental Health Team. With my supervisor, the focus of 
the work was on using a CBT approach. Two key pieces of direct individual work 
involved clients with additional health difficulties, including COPD and cancer. This 
developed my understanding of Health Psychology.
This placement also provided much opportunity to work with older adults 
affected by dementia. This was through conducting neuropsychological 
assessments including Wechsler Test of Adult Reading, Wechsler Adult 
Intelligence Scale, Wechsler Memory Scale III (Logical Memory Subtest only), Rey 
Complex Figure test, Hopkins Verbal Learning test. Trail Making test, Boston 
Naming test. Verbal Fluency test, and the Category Fluency test.
I also had the opportunity lead on a piece of work with the Challenging 
Behaviour Team. This team approach incorporated systemic and CBT ideas to 
work using the Newcastle model. This involved assessment and liaison with 
residential staff and carers for clients with dementia or other cognitive 
impairment, referred for challenging behaviour. I conducted assessments using 
observer rating measures, and delivered interventions in the form of a 
'formulation development' session with care staff in residential homes.
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Year 2; Community Team for Learning Disabilities.
This unique placement was at a social enterprise commissioned for 
delivered a service to the local primary care trust, allowing me to gain experience 
of working 'along with' the NHS rather than in it.
I conducted an in-depth piece of work with young man with ASD 
presenting with low mood and challenging behaviour. For this I worked 
systemically and behaviourally, utilising methods of functional analysis, 
reinforcement, receiving supervision with a qualified behavioural therapist. This 
allowed me to develop my integrative formulation skills. My other clinical work 
was mostly indirect, working with families, carers and residential staff.
I also co-facilitated a 'feelings' group, allowing to continue to develop my 
group work skills and utilise creative techniques for therapeutic work. I also 
conducted neurological assessments to assess early onset dementia and learning 
disability, including using the fourth edition of the Wechsler Adult Intelligence 
Scale and the Oliver and Creighton. I also used structured assessment tools of the 
Hampshire Assessment of Living with Others (HALO), Adaptive behaviour scale 
(ABS).
I also conducted comprehensive risk assessments, and delivered a 
presentation on applying Motivational Interviewing techniques when working 
with this client group.
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Year 3: Child and Adolescent Mental Health Service, including Specialist
For my final year I had a split core and specialist placement. The core was 
for CAMHS work, and the specialist was for systemic and Narrative practice. 
During this placement I was most able to develop my integrative practice skills, 
particularly with regard to incorporating systemic and CBT practice. I also took 
the role of lead therapist in working with the Family Therapy Clinic, working with a 
child with attachment related issues.
I also worked with a wide range of children with anxiety, mood, OCD, 
eating issues and other behavioural presentations.
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III. RESEARCH DOSSIER
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Research Log
1 Formulating and testing hypotheses and research questions Y
2 Carrying out a structured literature search using information technology and 
literature search tools
Y
3 Critically reviewing relevant literature and evaluating research methods Y
4 Formulating specific research questions Y
5 Writing brief research proposals Y
6 Writing detailed research proposals/protocols Y
7 Considering issues related to ethical practice in research, including issues of 
diversity, and structuring plans accordingly
Y
8 Obtaining approval from a research ethics committee Y
9 Obtaining appropriate supervision for research Y
10 Obtaining appropriate collaboration for research Y
11 Collecting data from research participants Y
12 Choosing appropriate design for research questions Y
13 Writing patient information and consent forms Y
14 Devising and administering questionnaires Y
15 Negotiating access to study participants in applied NHS settings Y
16 Setting up a data file Y
17 Conducting statistical data analysis using SPSS Y
18 Choosing appropriate statistical analyses Y
19 Preparing quantitative data for analysis Y
20 Choosing appropriate quantitative data analysis Y
21 Summarising results in figures and tables Y
22 Conducting semi-structured interviews Y
23 Transcribing and analysing interview data using qualitative methods Y
24 Choosing appropriate qualitative analyses Y
25 Interpreting results from quantitative and qualitative data analysis Y
26 Presenting research findings in a variety of contexts Y
27 Producing a written report on a research project Y
28 Defending own research decisions and analyses Y
29 Submitting research reports for publication in peer-reviewed journals or edited 
book
Y
30 Applying research findings to clinical practice Y
...
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Service Related Research Project:
An evaluation of the recovery orientated practice and values in 
London Community Mental Health Teams
July 2010 
Year 1
For the purposes of anonymity and confidentiality the exact location or name of 
the service is not included in this report
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Introduction
Background and rational
The benefits of mental health services being delivered in a recovery- 
orientated model are being increasingly recognised by service providers and 
users. Recovery can be categorised as 'clinical' recovery and 'personal' recovery. 
Clinical recovery can be from the clinician's perspective, with a focus on symptom 
reduction. Personal recovery has most commonly been described as '...a deeply 
personal, unique process of changing one's attitudes, values, feelings, goals, skills, 
and/or roles. It is a way of living a satisfying, hopeful, and contributing life even 
within the limitations caused by illness. This recovery involves the development of 
new meaning and purpose in one's life as one grows beyond the catastrophic 
effects of mental illness' (Anthony, 1993). Personal recovery can be considered 
more meaningful to people with lived experience of mental illness, and therefore 
a more desirable way of conceptualising recovery and practice. This change from 
a clinical recovery framework to a personal recovery framework can be 
considered a fundamental shift in terms of the current dominant practices of 
service providers, such as in a community mental health team (CMHT). Promoting 
and developing personal recovery-orientated practice in UK mental health 
services has been widely called for in documents such as the National Service 
Framework for Mental Health (Department of Health, 1999), National Health 
Service Plan (Department of Health, 2000) and Ten Essential Shared-Skills 
Capabilities (Hope, 2005)
There is a need to evaluate and identify the level and type of recovery- 
orientated values and practices in UK mental health services, so that good 
practice and areas of need can be identified, to facilitate service development 
towards increasing personal recovery-orientated practice. Several measures are 
currently being developed to assess the level of recovery-orientated attitudes and 
practice within a service (Campbell-Orde et al., 2005); some have been validated, 
and some are in development. One measure implemented in the UK is the 166- 
item DREEM questionnaire (Dinniss eta!., 2007).
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Aim and Objectives
This project aims to increase recovery-orientated practice across two 
South West London CMHTs. The objective of this project is to evaluate the level of 
recovery-orientated values and practice in these CMHTs at one time point, 
through identifying good practice and areas for improvement.
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Method
Measures
To evaluate recovery-orientated practice, nine measures appropriate for 
CMHT staff were identified (see Appendix A), and the 36-item Recovery Self 
Assessment Scale (RSAS): Provider Version (O'Connell et al., 2005) was identified 
as most appropriate. Strengths of this scale include excellent internal reliability 
(alpha-coefficients between .79 and .90 for each of the five sub-scales), and 
strong face validity from extensive literature review and comprehensive service 
user input in scale development. This questionnaire is designed around nine 
principles of recovery; 'renewing hope and commitment; redefining self; 
incorporating illness; being involved in meaningful activities; overcoming stigma; 
assuming control; becoming empowered and exercising citizenship; managing 
symptoms; and being supported by others' (O'Connell et al. 2005). Additionally, 
appropriateness for use in a CMHT include 10 minutes to self-administer, with 
scores providing direct feedback for services to increase recovery-orientated 
practice. All items are rated using the same 5-point Likert scale ranging from 1 to 
5, strongly disagree to strongly agree, with the option of 'not applicable'. This 
produces five subscale scores measuring domains of 'life goals', 'involvement', 
'diversity of treatment options', 'rights and respect' and 'individually-tailored 
services' which all relate to recovery-orientated practice in a service (McLoughlin 
& Fitzpatrick, 2008). ^Higher scores on the RSAS indicate greater recovery- 
oriented values and practices within a team.
A cover sheet requested demographic data; participants were informed 
that this data would not be used to identify them and will be treated sensitively
 ^The 'life goals' domain, evaluates services' commitment to assisting service users achieve 
their own individual goals, not necessarily symptom reduction related. The 'consumer 
involvement' domain focuses on involving service users in development and evaluation of 
services. The 'diversity of treatment options' domain highlights the range of treatments 
offered. The 'rights and respect' domain focuses on practices which promote collaborative 
working and genuine service user empowerment and autonomy. Finally, the 'individually- 
tailored services' domain, captures practices specific to the values of the individual in 
recovery.
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and confidentially. Data included categorically recording participants' team, age, 
gender, profession and qualitatively recording details of previous recovery 
training. ^
Before implementation, the final questionnaire comprised of the cover 
sheet and RSAS (see Appendix B) was piloted on one mental health professional, 
and reviewed by a service-user representative, an external clinical psychologist (a 
recovery leader) and the senior management team. Feedback included some 
confusion around the term 'agency' in the RSAS as referring to the CMHT, 
however it was decided to not modify the questionnaire as it might affect 
reliability and validity. Instead, the researcher explained the meaning of 'agency' 
to each participant.
Participants
All twenty-nine staff with client contact in two identified South London 
NHS CMHTs from the same trust, covering neighbouring catchment areas, were 
asked to participate. Staff included mental health professionals from medicine, 
clinical psychology, community psychiatric nursing (CRN), social work, 
occupational therapy (OT), and support staff including support workers, 
administrative and secretarial staff (see Appendix C). The two teams have 
historically worked closely together and shared the same open office, with several 
staff working across both teams.
Procedures
Participants were first asked to take part at a business meeting, followed 
up through emails, team meetings and individual contact, where confidentiality 
and anonymity of data was explained. To maximise the response rate, this 
evaluation was delivered in the context of upcoming recovery training and was
Age and profession categories were deliberately broad to maximise participants 
confidence in anonymity thus minimising social desirability bias.
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supported by service management; also the questionnaires were collected over 
an extended two-month period during which no significant events occurred which 
might have impacted on recovery-orientated practice. This questionnaire might 
have been prone to socially desirable responses (O'Connell e ta l, 2005), therefore 
whilst the data was kept anonymous, the researcher monitored the dissemination 
and return of questionnaires. This allowed tracking of responses to ensure 
maximum response rate, without individual staff being identified.
Ethics
Although no external ethical approval was required due to this project 
being a service evaluation (Appendix D), there were ethical issues relating to staff 
being asked to make judgements about their colleagues. For this reason, 
confidentiality and anonymity of participants was paramount.
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Results
Response rate
Twenty-one participants returned questionnaires, presenting a 72% 
response rate, with the breakdown by professional group and team presented in 
Table 1. One psychiatrist refused, explaining that their contribution felt 
meaningless as they had recently joined the team. Observation of data indicates a 
difference in between teams, with a high response rate from CMHT 2 (90%) and 
staff working across both CMHTs (87%), and a lower response rate from CMHT 1 
(50%).
Sample characteristics
Of the 21 respondents, age appeared normally distributed and gender 
appeared equally distributed across CMHTs (see Table 2). 57% of respondents
Table 1
Response rote from staff groups across the CMHT's
No of staff who responded (actual no of staff)
Professional Group
Only
C M H Tl
Only 
CMHT 2
Both
CMHTS
Response
rate
Response 
rate (%)
Medical*{psychiatrists 
and CRN's)
3(5) 4(4) 1(2) 8(11) 73
Social workers 1(3) 3(3) 2(2) 6(8) 75
Therapists (clinical 
psychologists and OT's)
2(2) 2(2) 1(1) 5(5) 100
Other (support worker and 
administration staff)
0(2) 0(1) 2(2) 2(5) 40
Total number of Staff 6(12) 9(10) 6(7) 21 (29)
Total response rate by 
CMHT%
50 90 87 72%
Notes, *Professional groups have been presented as combined, as it appear that some CRN's 
responded as belonging to the 'medical' professional group rather than the 'nursing' professional 
group.
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Table 2.
Sample characteristics
Category
(N=21)
Frequencies Percent*
Only
CMHTl
Only
CMHT2
Both
CMHTs
Total
Age (in years) <30 0 1 1 2 10
30-39 2 4 0 6 29
40-49 4 1 2 7 33
50-59 0 3 1 4 19
60+ 0 0 2 2 10
Gender® Male 1 5 3 9 43
Female 4 3 3 10 48
Prior recovery Yes 4 4 4 12 57
training No 2 5 2 9 43
Notes. N=19 as missing data from 1 respondent from CMHTl and 1 respondent from CMHT2; 
*rounded to nearest whole number
reported prior recovery training, ranging from 'some reading' to a five day training 
course (Appendix E). Two respondents commented that their social work training 
and practice was underpinned by the recovery framework; 'It is my opinion that 
social workers always worked for the recovery model... '.
Full scale recovery scores
Mean recovery scores were overall slightly lower for respondents from 
CMHT 2 compared with CMHT 1 and both CMHT's (see Figure 1). However, a 
statistically significant difference between CMHT's was not found with a Kruskal- 
Wallis test, H(2)=4.11, p=.13; or a one-way ANOVA F(2,18)=1.59, p=.23
To investigate the relationship between recovery scores and professional 
group, due to the low sample size, responses from non-clinical staff were 
excluded and the remaining nineteen clinical staff were collapsed into two groups. 
There was no significant difference in recovery scores between therapy 
professionals (M=3.11, SE=.16) and medical professionals (M=3.25, SE=.13) with a 
Mann-Whitney test, (7=38.00, z=.50, ns, r= - .ll;  and an Independent Sample t-test 
t(17)=.66, p=.52
There was no significant difference in recovery scores between 
professionals with prior recovery training (M=3.18) and professionals without 
recovery training
92
■ C M H T l
■ CMHT 2
■ Both CMHT s
Figure 1: Recovery scores fo r each CM HT
(M = 3 .25 ) w ith  a M an n -W h itn ey  test, (7=52.50, z = . l l ,  ns, r=-.02; and an 
Independent Sam ple t-tes t f(19 )= .29 , p=.78
Overall recovery scores
As no differences in scores w ere  seen betw een  d iffe ren t groups in term s of 
age, gender, profession or prior recovery training, overall recovery scores are now  
presented (see Appendix F fo r breakdow n). Scoring guidelines (O 'Connell e t al. 
2005) w ere  used to  provide additional five sub-scale scores (listed in Figure 1) 
from  each respondent. Five specific relative strengths and five re lative areas of 
need from  th e  36 items are also presented (see Table 3):
>  The fu ll-scale recovery score showed a neutral m edian of 3 and a m ean of 3.2 , 
indicating overall 'slightly positive' assessments th a t th e  C M H T was providing  
clients a recovery-orientated service.
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Table 3
RSAS scores, presenting relative strengths and areas o f need across teams
Domain RSA Score 
(N=21)
Mean Mode Range SD Overall
Strength
ALL ITEMS OVER ALL FULL SCORE 3.2 3 1-5 0.50 -
Consumer Domain score 2.9 3 1-5 0.65 .
Involvement
Item 12 - This agency provides structured 
educational activities to the community 
about mental illness and addictions 
Item 27 - People in recovery are regular
2.5 2 1-5 1.21 Need
members of agency advisory boards and 
management meetings
2.5 3 1-4 0.89 Need
Diversity of Domain score 2.9 3 1-5 0.51 -
Treatment
Outcomes
Item 28 - At this agency, participants who
are doing well get as much attention as 
those having difficulties
2.4 2 1-5 1.16 Need
Item 17 - Groups, meetings, and other 
activities can be scheduled in the evenings 
or on weekends
1.9 1 1-5 1.20 Need
Individually Domain score 3.3 3 1-5 0.55 -
tailored services
Item 5 - Every effort is made to involve 
significant others and other natural supports 
in the planning of a person's services, if 
desired
4.0 4 3-5 0.77 Strength
Item 9 - All staff at this agency regularly 
attend trainings on cultural competency
2.6 2 1-5 1.05 Need
Life Goals vs. Domain score 3.7 4 2-5 0.55 -
Symptom
Management
Item 26 - Agency staff are diverse in terms of 
culture, ethnicity, lifestyle, and interests
4.2 4 3-5 0.75 Strength
Item 29 - Staff routinely assist individuals in 
the pursuit of educational and/or 
employment goals
3.9 4 2-5 0.77 Strength
Rights and Domain score 3.7 4 1-5 0.55 -
Respect
Item 13 - Agency staff do not use threats, 
bribes, or other forms of coercion to 
influence a person's behaviour or choices
4.2 5 1-5 1.21 Strength
Item 36 - Agency staff believe people can 
recover and make their own treatment and 
life choices
3.8 4 2-5 0.83 Strength
Notes, ''numbers rounded to nearest 1 decimal-point
> The domains of 'consumer involvement' and 'diversity of treatment outcomes' 
both showed a neutral median score of 3 and a mean of 2.9, indicating Very 
slightly negative' assessments of recovery-orientated practice regarding these 
domains. Two relative areas of need were also found in each of these two 
domains.
>  The 'individually tailored services' sub-scale score showed a neutral median of 
3 and a mean of 3.3, indicating 'slightly positive assessments' of recovery- 
orientated practice regarding this domain. One relative strength and one 
relative area of need were also found in this domain.
>  The 'life goals vs. symptom management' sub-scale and the 'rights and 
respect' subscales scores both showed a positive median of 4 and a mean of 
3.7, indicating 'positive' assessments of recovery-orientated practice 
regarding this domain. Two relative strengths were also found in each of 
these two domains.
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Discussion
The main finding was that respondents overall 'agreed slightly above 
neutral' that their CMHT was providing clients a recovery-orientated service. 
Relative strengths of the CMHT's perceived recovery-orientated practice was the 
'life goals vs. symptom reduction' domain; the perceived commitment to assisting 
service users achieve their own individual goals, and 'rights and respect'; the 
perceived level of practices which promote collaborative working and genuine 
service user empowerment and autonomy. Relative weaknesses were the 
'diversity of treatment options' and the 'consumer involvement' domains; 
indicating a need to increase the range of treatments offered and increase 
practice which involves service users in services development and evaluation. 
Another finding was that no significant differences were found between groups, in 
terms of age, gender, CMHT or prior recovery training.
Critical evaluation and limitations
Despite the acceptable response rate, the very small sample size was a 
major weakness of the project, resulting in very low power, and limiting 
investigation into differences between groups. Considering this, the homogeneity 
in recovery scores across groups suggests that future recovery evaluation 
feedback and any training would be appropriate to be delivered to all staff across 
the two CMHTs, regardless of age, gender, profession or prior training. 
Additionally, age and profession data was collected in broad categories, which 
might also contribute to no positive relationship seen between age and recovery- 
orientated practice. Alternatively, McLoughlin and Fitzpatrick's (2008) findings 
indicated that as age and years in nursing increase, recovery-oriented practice 
increases. Improved future recovery evaluations should use actual age as scale 
data, at a potential cost of participant confidence in anonymity. Similarly, a more 
structured 'prior recovery training' question might have gathered more specific 
details; McLoughlin and Fitzpatrick's (2008) study found staff with formal training
had more favourable recovery-oriented practices, although this relationship was 
not found in this evaluation. Future evaluations could also collect data on length 
of time since qualified, time in current post and contracted hours per week. 
However, additions to the survey would have to be weighed-up with a potential 
reduced response rate for staff in a busy CMHT.
A clear strength of this study is the RSA measure, in addition to good 
psychometric properties and face validity, it is fast and easy to administer in a 
resource-limited CMHT and can directly inform service development. Typically, 
this questionnaire is prone to response bias, whereby individuals with more 
favourable recovery-orientated views are more likely to respond, perhaps 
resulting in more favourable views being represented. Limitations in applicability 
to a UK CMHT include its development and use only in America which has a 
different recovery, service user and mental health services culture. However, this 
current evaluation profile of RSA full and sub-scale scores appeared similar to the 
two known published studies suggesting promising applicability (see Appendix G).
Use of the term 'agency' to refer to the CMHT was confusing for some 
staff, whether it referred to their CMHT, the borough or the wider NHS trust. Also, 
staff who worked across two teams would have been able to provide more 
representative views if asked to complete a questionnaire for each CMHT. 
However this also would have to be weighed-up with potential reduced response 
rate.
A known weakness of this questionnaire is that it requires the responder 
to be familiar with team practices, as reflected in the response of the staff 
member who refused to participate due to being new to the team. Another 
limitation of the RSAS is that it evaluates individuals perceived level of recovery- 
orientated practice, not actual practices. Future service evaluations might use the 
planned revised version of the RSA scale supposed to include items related to 
observable recovery oriented practices rather than individuals perceptions of 
practice (Campbell-Orde, 2005).
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Implications and recommendations
This evaluation aimed to increase recovery-orientated practice, through 
raising staff-members general awareness of recovery and through using results to 
inform a 'recovery workshop' due on 23"^  ^July (Appendix H). Results indicate that 
different groups do not have different 'recovery needs', therefore the workshop 
will be for all staff members. This workshop will highlight good practice and areas 
for improvement (Table 3); for example, the five most strongly endorsed items 
suggest that teams value recovery, consider systemic and community approaches, 
and respectfully work towards meaningful goals with clients. Looking at the five 
least endorsed individual items might suggest that CMHT's need to increase 
engagement with community employers, and perhaps promote clients' wellbeing 
and meaningful community roles. Therefore, the workshop will build on the teams 
positive commitment to assisting service users achieve their own individual goals, 
and also explore why consumer involvement and the range of treatments offered 
is limited. Possible barriers might be resources and systems which are perceived 
to be too rigid, or mental health professional stigma to increasing service user 
involvement (Harper et al., 2003; Happell, 2008). In accordance with recovery- 
orientated practice, a service-user representative was consulted about 
meaningful dissemination of results.
Future evaluations in this service might use alterative versions of the RSAS 
to gain perspectives from service users, family and carers and service managers 
on recovery-oriented practice in local mental health services through conducting 
recovery evaluations. Future evaluations might also evaluate recovery over time 
or before and after recovery training.
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Appendix B. Final questionnaire comprised of the cover sheet and RSAS
Audit and evaluation to Identify and develop 
recovery-oriented practice
This questionnaire is delivered as part of an audit and evaluation project to identify and develop recovery- 
oriented practice within the Tooting & Furzedown and Balham & Tooting CM HT teams.
Over March 2010, all staff with any client contact are being asked to complete this questionnaire. This 
questionnaire should take 10 minutes. Results will be analysed and fed back to your team. This project is 
supported by the service manager.
Data will be collected and stored confidentially and anonymously. Data will be managed sensitively, and 
only by myself. Please note that this data will be used to describe general group practices, and NOT used 
to identify individuals.
Completed questionnaires can be returned directly to me, or to my pigeonhole in the B&T/T&F room. 
Please feel free to contact me if you have any queries or comments.
Thank you for your time,
Kaanan Bhavsar 
Trainee Clinical Psychologist
Balham & Tooting CMHT/Tooting & Furzedown CM HT 
Building 30, Springfield Hospital 
61 Glenburnie Road, London, SW17 7DJ
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Date.
Team: (please circle all applicable):
Tooting & Furzedown Balham & Tooting
Professional Group (please circle):
medical nursing social work therapist administration
other (please specify}.......................................................... ..........
Age (please circle):
16-24 25-29 50-54 55-59 46M4 45-49 50-54 55-59 60-54 65-75
Gender (please circle):
Male female
Previous recovery training/ knowledge, and when (please briefly describe If applicable)
Thank you, please continue
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1 2  3 4 5
Strongly Disagree Strongly Agree
14. Staff and agency participants are encouraged to take risks and try new things. 1 2 3 4 5 N/A
15. Persons in recovery are involved with facilitating staff trainings and education 1 2 3 4 5 N/A
programs at this agency.
16. Staff are knowledgeable about special interest groups and activities In 1 2 3 4 5 N/A
the community.
17. Groups, meetings, and other activities can be scheduled in the evenings or 1 2 3 4 5 N/A
on weekends so as not to conflict with other recovery oriented activities such as
employment or school.
18. This agency actively attempts to link people in recovery with other persons 1 2 3 4 5 N/A
in recovery who can serve as role models or mentors by making referrals to
self-help, peer support, or consumer advocacy groups or programs.
19. This agency provides a variety of treatment options (i.e., individual, group, 1 2 3 4 5 N/A
peer support, holistic healing, alternative treatments, medical) from which agency
participants may choose.
20. The achievement of goals by people in recovery and staff are formally 1 2 3 4 5 N/A
acknowledged and celebrated by the agency.
21. People in recovery are routinely Involved In the evaluation of the agency's 1 2 3 4 5 N/A
programs, services, and sendee providers.
22. Staff use a language of recovery (i.e. hope, high expectations, respect) in 1 2 3 4 5 N/A
everyday conversations.
23. Staff play a primary role In helping people in recovery become involved in 1 2 3 4 5 N/A
non- mental health/addiction related activities, such as church groups, special
interest groups, and adult education.
24. Procedures are In place to facilitate referrals to other programs and serwces 1 2 3 4 5 N/A
if the agency cannot meet a person's needs.
25. Staff actively assist people in recovery with the development of career and life 1 2 3 4 5 N/A
goals that go beyond symptom management and stabilization.
26. Agency staff are diverse in terms of culture, ethnicity, lifestyle, and interests. 1 2 3 4 5 N/A
Thank you, please continue
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1 2 3 4 5
Strongly Disagree Strongly Agree
27. People In recovery are regular members of agency advisory boards and 
management meetings.
28. At this agency, participants who are doing well get as much attention as those 
who are having difficulties.
29. Staff routinely assist individuals in the pursuit of educational and/or 
employment goals.
30. People in recovery work along side agency staff on the development and 
provision of new programs and services.
31. Agency staff actively help people become involved with activities that give 
back to their communities (I.e., volunteering, community services, neighbourhood 
watch/cleanup).
32. This agency provides formal opportunities for people In recovery, family 
members service providers, and administrators to learn about recovery.
33. The role of agency staff is to assist a person with fulfilling their individually- 
defined goals and aspirations.
34. Criteria for exiting or completing the agency are clearly defined and 
discussed with participants upon entry to the agency.
35. The development of a person's leisure interests and hobbies is a primary 
focus of services.
36. Agency staff believe that people can recover and make their own 
treatment and life choices.
37. Overall, this agency places importance on recovery orientated practice.
38. Overall, this agency is able to deliver a recovery-oriented service.
39. Overall, I think it's important to deliver recovery orientated practice
40. Overall, I am able to deliver a recovery-oriented service.
Thank you fo r your time
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
1 2 3 4 5 N/A
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Appendix C: Table presenting composition of staff groups across the CMHT's
Professional Group Only C M H T l Only CMHT2 Both CMHTS
Medicine 3 3 1
Community psychiatric nursing 2 1 1
Clinical Psychology 1 1 1
Social work 3 3 2
Occupational Therapy 1 1 0
Support Worker 1 0 0
Administration 1 1 2
Total Staff 12 10 7
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Appendix D: Statement that no ethical approval required
measures. To keep open the option of collecting these measures for service users and or carers. 
In the future. Following discussion with the Service Manager, results will be fed back to the team 
to identify and promote recovery orientated practice, perhaps In coordination with 'recovery 
training' due to be delivered at the end of February. A service user representative will also be 
consulted about meaningful ways of dissemination of results.
Name o f University supervisor: Dr Linda Morison
Name o f field supervisor; Dr Christopher Hall
Signature of trainee:
Date;
Field Supervisor's declaration: I support the proposed project and methodology, and confirm 
that ethics/R&D approval is not needed/has been secured for this project.
Signature of Field Supervisor: | M AAA
Date: (O
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Appendix E: Table presenting qualitative data on prior recovery training
CM HT Participant Prior recovery training
Only 1 1 Not stated
2 Not stated
3 5 day recovery training 2008. co-creating health APD program  
related to recovery
4 attended Advanced Development Program (3 sessions) and 
meeting in trust attendance program
5 onsite training in different trusts, and reading articles fo r  
personal development
6 Social work training
Only 2 7 Not stated
8 None
9 None
10 None
11 Some reading
12 No specific training, just knowledge from  using in different teams
13 Five days training enjoyed a lot, and used it, would like to attend 
again
14 Attended trust recovery and social inclusion training 4 days in 
2008
15 Basic recovery training summer 2007
Both 16 Not stated
CMHT's 17 None
18 Attended courses on recovery
19 1 day
20 2008 managers training recovery model, 2 days 2009. It is my 
opinion that social workers always worked fo r the recovery 
model, just under another name, social work is underpinned with 
promoting empowering and enabling.
21 Ongoing during every intervention, team meeting, other 
involvement and research
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Appendix F: Table presenting summary and descriptive recovery scores by CMHT
RSAS scores N Minimum Maximum Mean Std. Deviation
C M H T l Individually-tailored Services 6 2.9 3.7 3.250 .3450
Rights and Respect 6 3.0 4.3 3.683 .4535
Life Goals vs. Symptom 
Management
6 2.8 4.4 3.800 .5933
Consumer Involvement and 
Recovery Education
6 2.8 3.6 3.150 .3564
Diversity of Treatment 
Outcomes
6 2.8 3.7 3.200 .3347
Full scale RSA 6 3.11 3.89 3.3745 .33868
CMHT 2 Individually-tailored Services 9 2.6 3.7 3.144 .3539
Rights and Respect 9 2.7 4.2 3.500 .5408
Life Goals vs. Symptom 
Management
9 3.2 4.8 3.689 .5011
Consumer Involvement and 
Recovery Education
9 1.5 3.4 2.500 .5679
Diversity of Treatment 
Outcomes
9 1.9 3.4 2.633 .4359
Full scale RSA 9 2.53 3.61 2.9907 .35410
Both Individually-tailored Services 6 2.1 4.4 3.567 .8618
CMHT's Rights and Respect 6 2.3 4.5 3.517 .9109
Life Goals vs. Symptom 
Management
6 2.8 4.4 3.533 .6532
Consumer Involvement and 
Recovery Education
6 2.0 4.1 3.083 .7985
Diversity of Treatment 
Outcomes
6 2.1 3.8 2.967 .6154
Full scale RSA 6 2.31 4.26 3.3773 .74148
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Appendix G: Table comparing recovery scores to previous studies*
Current study 
N =21
McLoughlin and 
Fitzpatrick (2008) 
study 
N=125
Original study by 
O'Connell et al. 
(2005)
N=344
Mean Standard Mean Standard Mean Standard
score deviation score deviation score deviation
Full Scale RSA 3.21 0.50 2.82 0.75 3.87 0.62
Diversity of Treatment 
Options
2.89 0.51 2.90 0.89 3.95 0.78
Consumer Involvement 
and Recovery Education
2.85 0.65 2.39 0.88 3.39 0.80
Life Goals vs. Symptom 
Management
3.68 0.55 2.98 0.82 4.10 0.66
Rights and Respect
3.56 0.62 3.07 0.78 4.08 0.69
Individually-tailored
Services
3.30 0.55 2.77 0.92 3.82 0.79
Notes. *Only two studies were available in published peer review journals, McLoughlin 
and Fitzpatrick (2008) and the original study by O'Connell et al. (2005). Comparison shows 
that scores from the current study were slightly more recovery-orientated than the 
McLoughlin and Fitzpatrick (2008) study, and slightly less recovery-orientated than the 
original study by O'Connell et al. (2005); except for the 'diversity of treatment' domain, 
where this study was similar to the McLoughlin and Fitzpatrick (2008) study.
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Trainee Clinical Psychologists' Perceptions of Working with 
Clients: An Interpretative Phenomenological Analysis
Qualitative Group Project: Abstract
Year 1 
June 2010
1 1 1
Abstract
This study aimed to explore trainee clinical psychologists' perceptions of 
working with clients. Semi-structured interviews were conducted with five female 
first-year trainee clinical psychologists and transcripts were subjected to the 
qualitative analysis of Interpretative Phenomenological Analysis (IRA). Each 
participant was interviewed by a different researcher, using the same semi­
structured interview schedule. This schedule included questions relating to the 
therapeutic alliance, clinician factors that may impact upon alliance, the learning 
facilitated by extant clinical and personal experiences, and the impact of this 
learning on clinical practice.
Five superordinate themes were generated from the data. 1) variability of 
experiences, 2) confidence and competence, 3) engagement issues, 4) past 
experiences and personality, 5) learning as an ongoing process. Reflections are 
presented relating to the shared identity of the researchers and participants as 
trainee clinical psychologists, and the potential implications of this shared identity 
on levels of objectivity when interpreting participants' accounts. Limitations 
associated with the ambiguous nature of certain interview questions are 
acknowledged, and suggestions for future research offered. Implications for 
clinical practice are discussed, including the importance of professional 
development and learning support systems to enable clinicians to develop 
confidence and competence, to manage their own emotions, and to promote 
ongoing learning.
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The role of Sense of Coherence in mediating the effects of 
Attachment style on Subjective Wellbeing in Late Adolescence
Major Research Project
January 2013
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Abstract
Objectives. Adolescence is an important time in our life span, where 
decisions made can have a lasting impact on future outcomes. Good subjective 
wellbeing during adolescence is beneficial in the immediate context but is also 
likely to enhance future wellbeing. Secure attachment is strongly related to good 
wellbeing; however the mechanisms through which they are related require 
further examination. This study examines Antonovsky's (1979) salutogenic 
construct of Sense of Coherence as one of the mechanisms of this relationship in 
the context of late adolescence.
Design. A single time point, cross-sectional method was employed, using 
self-report measures.
Methods. School attending adolescents (N=259) aged 16 to 18 completed 
a set of questionnaires measuring subjective wellbeing, attachment and 
Antonovsky's Sense of Coherence, supplemented by items regarding socio­
demographic details. Measures of subjective wellbeing included assessment of 
satisfaction with life, positive affect and negative affect, attachment was 
measured using a two-factor scale of attachment anxiety and attachment 
avoidance, and Sense of Coherence was assessed using Antonovsky's 13-Item 
Sense of Coherence scale.
Results. Examination of indirect effects using Bootstrapping techniques 
showed that high attachment anxiety and avoidance both predicted low 
subjective wellbeing partially mediated by a low Sense of Coherence (SOC). For 
the association between attachment avoidance and subjective wellbeing, the 
relationship was mediated by SOC only in those with a lower level of attachment 
anxiety. This was due to the absence of an association between attachment 
avoidance and Sense of Coherence in individuals with higher levels of attachment 
anxiety.
Conclusions. This study adds to our understanding in the field of 
adolescent wellbeing through examining the relationship between attachment 
anxiety and avoidance and a tripartite model of subjective wellbeing. Although 
there are limitations to inference relating to causality using a cross-sectional study
119
the results do suggest that Sense of Coherence is a mechanism though which 
attachment style influences wellbeing in this population. The findings have 
implications for further research directions and applications for Clinical 
Psychology.
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Introduction
Late adolescence is a significant time in our lives, during which current 
level of wellbeing can have both immediate and longer term effects. Past and 
current social relationships have been found to enhance positive wellbeing across 
the life span. Attachment style (Bowlby, 1969; 1988) specifically has been 
proposed as the 'scaffolding' of good wellbeing (Lopez, 2009), with secure 
attachment thought to enhance development of a world view which promotes 
resilience and wellbeing (Mikulincer & Shaver, 2005). The relationship between 
attachment style and adolescent wellbeing has been established with regard to 
pathological constructs of wellbeing (e.g. Ranson & Urichuk, 2008). However, 
there is a need to incorporate positive measures and aspects of wellbeing in fully 
understanding the experience of wellbeing. This has been emphasised in recent 
UK governmental policy (No Health Without Mental Health; Department of 
Health, 2011) and for the profession of Clinical Psychology (Wood and Tarrier,
2010). Wood and Tarrier (2011) argue that an additional focus on positive 
psychological constructs would greatly enhance our understanding of 
psychological mental health and wellbeing in clinical and non-clinical populations. 
Therefore, in order to investigate the relationship between attachment style and 
wellbeing, a comprehensive measure of all aspects of wellbeing should be used. 
Furthermore, there is a need to explore the potential mechanisms of the 
relationship between attachment style and wellbeing. Attachment style has been 
proposed as enhancing wellbeing through improving emotion regulation, 
autonomy and coping skills (Lopez, 2009), a relationship which is likely to be 
multi-faceted. Antonovsky's (1979) construct of Sense of Coherence addresses 
how an individual experiences the world internally and externally in terms of 
manageability, comprehensibility and meaningfulness. In this study Antonovsky's 
concept of Sense of Coherence was considered as another potential mechanism 
through which attachment style influences wellbeing.
The current study therefore aims to investigate the relationship between 
attachment style and subjective wellbeing as mediated by Sense of Coherence in a 
community sample of adolescents in the later stage of adolescence.
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This introduction starts by examining the developmental context of late 
adolescence, in which the study is situated. The theoretical rationale for the study 
is then introduced, incorporating critique and measurement of the main study 
concepts of subjective wellbeing, attachment theory and Antonovsky's Sense of 
Coherence, with consideration of the mechanisms by which attachment might 
predict Sense of Coherence and subjective wellbeing in late adolescence. Where 
the literature is lacking in proposed mechanisms of the relationship between 
some of these factors, a mechanism is theorised. Hypotheses for testing this 
proposed theoretical model are outlined at the end of this chapter.
Adolescence
Adolescence is widely accepted as a period of transition from being a child 
to becoming an adult, during which significant biological, psychological and social 
changes occur (summarised in Eccles et al., 2003). There is currently no standard 
definition of adolescence, although the American Psychological Association (2002) 
suggests that adolescent development occurs between about the ages of 10 and 
18. The period of adolescence might be marked by specific ages or by reaching 
some specific physiological, psychological or social developmental stages. 
However the nature of the biological, cognitive and social changes during 
adolescence makes it difficult to quantify when they occur as outlined here.
Biological development Adolescence is when the pubertal biological and 
hormonal changes occur which are associated with a growth spurt, development 
of primary and secondary sex characteristics, and changes in brain structure. The 
hormonal changes can also affect mood and behaviour (Forbes & Dahl, 2010) 
which can impact on relationships. Puberty tends to begin at different ages for 
females and males, with differences within cohorts also, which compounds the 
difficulty in defining the adolescence period chronologically (Dorn et a i, 2006).
Cognitive development. During this time, executive function develops 
significantly (Kuhn, 2006) resulting in increased capacity for complex problem 
solving, and abstract and reflective thinking. These cognitive skills likely help 
adolescents in developing self-identity, effective decision making, learning new
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hobbies, developing meta-cognitive and coping skills, understanding other 
peoples' perspective and managing social relationships.
Interpersonal development These biological and cognitive changes co­
occur with significant changes in relationships with peers, parents and the 
emergence of romantic relationships. Relationships with parents change as 
adolescents develop greater independence and autonomy from parents (Goude et 
a!., 2009) balanced with maintaining closeness. The development of intimate and 
more trusting peer relationships is also a significant theme of adolescence 
(Sullivan, 1953; Wilkinson, 2008). The onset of puberty and social expectations 
means that adolescents face the issue of developing sexual and romantic 
relationships, with its associated challenges. Older adolescents may also be 
negotiating the shift from being a receiver of care to becoming a provider 
themselves (Allen, 2008). Overall, these social changes can have a positive or 
negative influence on development, such as through the buffering effects of 
supportive social networks or engagement in risky behaviours (e.g. Eccles et ai,
2003).
These interrelated areas of development can present challenges and 
opportunities in successfully negotiating this transition, specifically concerning the 
development of relationships, confidence and identity. Regarding relationships for 
example, adolescents require a sufficient level of cognitive development in order 
to consider others intentions, a skill which enhances relationship development. 
These changes occur in a micro and macro-cultural context, including educational 
transitions such as changing school, important exams, choosing future occupation 
or study, their family's expectations and management of transitions, and 
challenges and opportunities for development of relationships and identity. It is 
clear that the timing of these transitions varies across genders, individuals and 
cultures, and demands at the beginning of this period of change are different to 
those at a later stage of adolescence, essentially making it difficult to define 
adolescence by specific ages. This study is concerned with 16 to 18 years-olds and 
therefore further discussion will focus on adolescence development theories 
which might apply to this age group.
Theories of adolescent development. Two dominant developmental 
theories lend themselves to understanding adolescent stages of development;
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Sullivan's developmental stages (1953) and Erikson's stages of psychosocial 
development (1968).
Sullivan (1953) focussed on interpersonal processes and offered a 
framework to conceptualise specific stages of adolescence; preadolescence (ages 
9 to 12), early adolescence and late adolescence. He defined early adolescence as 
characterised by sexual interest in developing physical closeness with peers whom 
they find sexually attractive, and also developing intimate platonic relationships. 
Sullivan proposed that late adolescence begins when intimacy and sexual interest 
can be felt towards the same person, and they are capable of having a mature 
romantic relationship.
Erikson (1968) proffered eight developmental stages across the life span, 
an extension of Sigmund Freud's psychoanalytic theories, which largely reflect 
issues of self competence, intimacy and identity development in a social and 
cultural context. At each stage a different challenge is resolved; the adolescent 
period was considered to be from about ages 13 to 19. During this stage, 
adolescents draw on their sense of trust and competence which should have 
occurred in earlier stages, as they develop an increasingly wider social group and 
repertoire of competencies and activities, whilst attempting to reconcile the 
different aspects of themselves into a coherent whole identity. Erikson (1968) also 
highlights the influence of society and culture in an adolescent's development.
Attachment theory (Bowlby, 1969; 1988) also adds to our understanding 
of adolescent development by highlighting a specific challenge of developing 
independence and separation from parents whilst also maintaining close and 
supportive bonds; Attachment theory will be described in more detail later in the 
Introduction. Sullivan and Erikson proposed that adulthood comes after late 
adolescence, however recent changes in Western societies have lead to an 
understanding that adolescence ends later due to extended education and career 
development, and a later age of starting families. Emerging adulthood (Arnett, 
2000) has been proposed as a developmental stage between adolescence and 
adulthood, characterised by exploration of identity and feeling 'in-between' 
adolescence and adulthood. Essentially, these theories offer a conceptualisation 
of the stages of adolescence, specifically late adolescence, although heterogeneity 
exists within this phase.
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Late adolescence. The age group of concern in this study (16 to 18 year- 
olds) can encompass different stages of development, typified in the Sullivan's 
'early adolescence' and 'late adolescence' phase, Erikson's 'adolescent phase' and 
Arnett's 'emerging adulthood' phase. Therefore it is important to be mindful that 
issues from each of these phases can impact on the wellbeing and development of 
this age group. Therefore, due to the heterogeneity within the group, the age 
range for adolescence generally and also specific periods of adolescence is 
difficult to define.
The briefly reviewed theories allow an integration of the intra and inter­
psychic processes of adolescence in the social context, although tend to offer no 
explanation of the mechanisms of change or consider gender differences 
sufficiently. Furthermore, it is difficult to empirically test these theories due to 
their general and abstract nature, thus instead lending themselves for use as a 
guiding framework for research and practice. Therefore, despite these limitations, 
these theorists arguably offer a framework for conceptualising key themes in the 
period of late adolescence of social and identity development.
In describing the changes and challenges experienced during adolescence, 
this section has attempted to offer a debate and useable definition of 
adolescence, focussing on late adolescence. Although there is difficulty defining 
this period of development this study will refer to 16 to 18 year olds as late 
adolescents, whilst considering the biological, social and cognitive changes as well 
as themes of competence, autonomy, intimacy, identity and uncertainty which 
are likely to impact on development. With these dynamic changes, comes 
potential for setting up a trajectory of positive or negative longer term change; 
the next section focuses on wellbeing and adolescence.
Subjective Wellbeing
It is commonly accepted that wellbeing in adolescence is important for 
both immediate and longer term outcomes (e.g. Eccles et ol., 2003). This section 
aims to explore the concept of wellbeing (specifically subjective wellbeing), key
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issues relating to adolescent wellbeing and methodological issues in researching 
wellbeing.
Wellbeing. There is a vast body of literature describing the empirical and 
conceptual development of wellbeing in adults; however a well developed theory 
accounting for the development of wellbeing through adolescence is currently 
lacking (Trzcinski & Holst, 2008). In its absence, it can be argued that general 
wellbeing theories are applicable to late adolescence as this age group is 
sufficiently comparable to adults, a position taken by many other studies 
exploring wellbeing in first year college students. However, specific issues 
affecting late adolescent wellbeing might include cognitive and emotional 
development, especially in the context of puberty, hormonal changes and major 
life transitions. Therefore, adult wellbeing theories can be tentatively used to 
understand adolescent wellbeing, whilst considering issues specific to late 
adolescence.
There is much debate on the specific meaning of wellbeing in 
psychological literature, however a common definition is "...a complete state of 
physical, mental and social well-being, and not merely the absence of disease or 
infirmity" (World Health Organisation, 1948). This definition highlights the 
importance of happiness in wellbeing, referring to satisfaction and pleasure 
derived from good functioning (McDowell, 2010), as well as identifying the 
importance of both positive and negative aspects. Researchers have tended to 
take one of two positions in conceptualising wellbeing; hedonic wellbeing and 
eudemonic wellbeing. Hedonic wellbeing refers to subjective wellbeing (SWB) 
consisting of pleasure or happiness (Kahneman et a i, 1999) and eudemonic 
wellbeing refers to psychological wellbeing, reflecting a view that wellbeing 'lies 
in the actualization of human potentials' (Waterman, 1993; as cited in Ryan & 
Deci, 2001). In deciding which construct to use for the current study, it has been 
suggested that SWB is a useable definition of wellbeing, whereas psychological 
wellbeing accounts more for the processes developing SWB (Ryan & Deci, 2001). 
It has also been argued that psychological wellbeing is a view of wellbeing as 
reflected by the 'experts', whereas SWB research allows lay people to tell 
researchers what makes their life good (Diener et al., 1998). Furthermore, the 
definition and measurement of SWB is much more developed and less
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contentious than that for psychological wellbeing (Pavot, 2008). Therefore, in the 
current study SWB was chosen as the indicator of wellbeing.
Concept of subjective wellbeing. SWB is considered to be an individual's 
experience of wellbeing and despite ongoing debate about definition and 
conceptualisation of SWB across the lifespan (Pollard & Lee, 2003), its nature 
remains largely subjective and relative (McDowell, 2010). Current theoretical and 
empirical literature supports SWB as comprised of an individual's cognitive 
evaluations of their satisfaction with life (SWL), and their experience of positive 
affect and absence of negative affect; often summarised as happiness (Arthaud- 
Day et al., 2005). These three components are considered to be distinct but 
related elements of subjective wellbeing, referred to as the Tripartite Model 
(Diener, 1984). The exact relationship between these three components is yet 
unclear, although current research indicates that positive affect, negative affect 
and SWL have unique, discrete relationships with each other (review by Busseri & 
Sadava, 2011). Essentially, there is general agreement that SWB can be 
comprehensibly assessed using these three important components (e.g. Busseri & 
Sadava, 2011; Schimmack, 2008), further described below.
Cognitive evaluation o f wellbeing can be considered the cognitive 
component of an individual's SWB. Individuals can make a global evaluation of 
their SWL, and an evaluation of their domain-specific SWL such as health, 
relationships or school. Although the relationship between domain-specific SWL 
and global SWL is strongly correlated, evaluation varies across domains especially 
in adolescents (Haranin et al., 2007). Research indicates that domain SWL directly 
influences global SWL (Pavot, 2008), and thus global SWL can be considered to 
represent domain-specific SWL. Furthermore global SWL evaluation is more 
enduring as it is based on evaluation of 'trait' rather than 'state' (Pavot & Diener, 
2008; Eid & Diener, 2004).
Experience o f affect. Assessment of SWB should include an individual's 
experience of both positive and negative affect (Arthaud-Day et al., 2005) which 
are generally viewed as incompatible and as polar opposites (Russell & Carroll,
1999), however this issue is debatable especially when considering culture 
(Miyamoto et al., 2010). Ultimately, examination of both positive and negative 
affect gives a richer understanding of SWB.
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Factors related to SWB. Research has found that adolescent SWB is 
related to various bio-psychosocial factors (including physical health, mental 
health, social relationships, socio-economic status, intellectual ability and 
personal characteristics) and that these relationships are often bi-directional and 
interrelated (e.g., Eccles et al., 2003; Huebner, 2004). Psychological factors 
include motivation, self-efficacy, personal and social identity, spirituality, and 
sense of purpose in life (summarised by Eccles et al., 2003). Social factors include 
supportive relationships, attachment style, socio-economic status (SES) and 
occupation (Dolan etal. 2008).
Social support appears to be one of the strongest factors related to SWB 
across the lifespan (Dolan et al., 2008), including adolescence (Gillham et al., 
2011), with perceived parental support appearing to be a key factor (Trzcinski & 
Holst, 2008). Despite this strong relationship between SWB and social support, 
the mechanisms of this relationship are unclear (e.g. Lopez, 2009) although 
studies have begun to explore prediction and mediation in this relationship in 
adults and adolescents (e.g. Yarcheski etal., 2001).
Regarding specific demographic factors, SWB can be related to age, 
gender and SES, amongst others. Studies indicate that SWB declines during 
adolescence (e.g. Tomyn & Cummins, 2011), tends to be reported as lower in 
adolescent females rather than males (Bergman & Scott, 2001) and increases with 
SES (e.g. Trzcinski & Holst, 2008; von Rueden, 2006), however there are also 
inconsistencies in the findings and ambiguity regarding causality (e.g. Dolan et al., 
2008). Essentially, literature reviews highlight the complexity of the interaction 
between wellbeing and socio-demographic factors during adolescence (e.g. 
Bergman & Scott, 2001; Huebner, 2004) and dependence on context.
Issues in measuring subjective wellbeing. Measuring an individual's 
subjective evaluation of their wellbeing is complicated (McDowell, 2010), 
particularly as subjective wellbeing is relative; an individual can become 
accustomed to their level of wellbeing (either high or low) and thus affect their 
rating of it, compounding comparability of SWB across individuals. However, 
studies generally show self-reported SWB to be reliable (Pavot, 2008) and valid, 
compared with observer rating (Schneider & Schimmack, 2009). Furthermore, the
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Broaden and Build Theory (Fredrickson, 2001), describes how positive emotions 
can have a causal effect on SWL and engagement with meaningful activities, and 
thus opportunities for enhancing positive SWB. This indicates that that as well as 
being an outcome measure, components of SWB can also be considered as 
process variables.
In summary, investigation of the correlates of SWB is a key issue in 
adolescence, despite a general theory not yet being developed. For the purposes 
of this study, SWB is investigated using the tripartite model, considered the most 
comprehensive framework to assess SWB. This section has also highlighted that 
adolescent SWB is interrelated with socio-demographic factors, relationships with 
peers and parents, and self-perception. The next section focuses on attachment 
relationships in adolescence.
Attachment
As detailed earlier, social relationships are integral to wellbeing. 
Adolescence is a time of significant social transitions, including developing new 
and more meaningful peer relationships, including potential romantic 
relationships, whist decreasing dependence on parents and developing a new way 
of relating to parents (Eccles et al., 2003). As adolescents develop new 
relationships, they also move from being a receiver of care to becoming a 
potential caregiver and romantic partner themselves (Allen, 2008). It is likely that 
during this time adolescents' internal model of viewing and behaving in close 
relationships (normally with parents) affect how these new relationships are 
managed and processed (e.g. Shomaker & Furman, 2009). This section attempts 
to provide a brief introduction to Attachment Theory and illustrate its relevance in 
adolescence, including an outline of pertinent issues and contentions within the 
field, particularly regarding measurement and conceptualisation of adolescent 
attachment. The relationship between attachment and wellbeing is then 
reviewed.
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Attachment theory. The concept of attachment was initially proposed by 
Bowlby (1969; 1988) and referred to the way that throughout life individuals tend 
to have a particular 'style' of viewing and managing relationships based on their 
early experiences with primary caregiver(s). Attachment style develops from birth, 
depending on the reciprocal relationship between an infant and caregiver, 
particularly in terms of responsiveness of the carer to emotional and practical 
needs, attunement and availability. This expectation and view of managing 
relationships is internalised in the form of a mental representation, or attachment 
internal working models (IWM) of self and other (Bowlby, 1988, pl65). A caregiver 
providing this sense of safety for the child can be termed a secure base (Bowlby, 
1988). Attachment behaviour is activated in times of perceived stress and 
separation from attachment figures, based on Ainsworth's (1967) cross-cultural 
research on attachment. Regarding the development of attachment IWM in 
infancy, when an infant experiences their attachment figure as available and 
responsive, they feel secure and confident in their own ability to manage stress 
and distress, and in the availability of others support, thus promoting an ideal 
foundation for managing life and good functioning (e.g. Lopez, 2009); this secure 
base informs organisation of a secure attachment IWM. On the other hand, if an 
infant's primary caregiver is either physically or emotionally unresponsive or 
unsupportive, this unreliable availability of the caregiver leads to a lack of security 
and the infant develops strategies to manage emotions, resulting in development 
of an insecure attachment IWM.
During the potentially stressful time of adolescence, the individual's 
largely secure or insecure IWM is expressed through attachment behaviour, 
enhanced by the task of increasing independence and distance from parents in 
order to explore the world, and balanced with the urge to stay with familiar 
patterns of engaging with attachment figures (Allen, 2008). This also highlights 
attachment as a developmental model applicable during adolescence.
These secure and insecure positions can also be conceptualised as an 
internalised view of positive self and positive others using Bartholomew and 
Horowitz's (1991) Model of Adult Attachment (figure 1). Based on this model, the 
negative model of self is associated with anxiety about abandonment, and the 
negative model of others is associated with avoidant behaviour, together termed
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Figure 1. M o d e l o f  ad u lt a tta ch m e n t (ad ap ted  fro m  B artholom ew  and  Horowitz,
an insecure attachment style. Conversely, a positive model of self and other can 
be associated with low attachment related anxiety and avoidance, termed a 
secure  attachment style. This highlights attachment as a relational and intra­
psychic construct.
Mikulincer and Shaver (2003) offer a framework of attachment behaviour 
describing that when faced with a perceived threat, individuals appraise the 
situation and deem that seeking closeness to others is either a protective strategy 
or unlikely to relieve distress. Closeness-seeking behaviours are termed 
attachment hyper-activating strategies  and are related to attachment anxiety, 
while distance-seeking behaviours are termed attachment deactivating strategies  
and are related to attachment avoidance. The transition of adolescence may 
activate attachment behaviour (hyper-activating and/or deactivating strategies) 
which can in itself impact on how social relationships are managed.
The study of adolescent attachment is complicated by issues of 
attachment stability, focus of attachment and how attachment is expressed and 
conceptualised during the transition of adolescence. These are highlighted and 
discussed in the context of the methodological research approaches.
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Methodological traditions. Integral to understanding adolescent 
attachment is appreciating that methods used to examine this construct can 
influence theory development. Infant attachment has only been investigated by 
observation of the infants behaviour when separated from their primary caregiver 
(Strange Situation Procedure; Ainsworth et al., 1978) with behaviour classified as 
either Secure, Anxious-Avoidant or Anxious-Ambivalent, to which Main and 
Solomon (1986) later added a fourth category of Dismissing/Disorganised 
attachment.
Examination of adolescent and adult attachment has employed two broad 
methodologies. One method examines narrative using a framework such as the 
Adult Attachment Interview (AAI; George et a!., 1996) and purports to measure 
unconscious 'attachment states of mind'/IWM and attachment behaviour by 
examining an individual's ability to narrate a coherence account of early 
attachment experiences and its impact on sense of self (Main, 1991 as cited in 
Hesse, 2008). This method classifies attachment categorically, corresponding to 
figure 1. The other method uses self-report questionnaires, measuring social and 
cognitive dynamics reflecting sense of security in relationships, based on the 
content of expressed (conscious) perceptions, feelings and self-observed 
behaviour regarding abilities of self and others to manage ones distress and 
provide comfort. One popular self-report measure employed is the Experiences in 
Close Relationships-Revised (ECR-R; Fraley et a!., 2000), which although was 
originally developed for investigating adult romantic relationships has been 
adapted for use with general close relationships in adolescents (e.g. Wilkinson, 
2011).
Despite aiming to measure common factors, studies comparing 
attachment measured by AAI and self-report (e.g. Roisman et a!., 2007) found 
only a small but reliable association, suggesting that although these two measures 
assess some common structure they are not expected to measure exactly the 
same expression of an individual's attachment organisational structure. A self- 
report measure is considered the method of choice for the current study, for 
reasons including practicality and theoretical orientation.
Organisational structure of attachment during adolescence. Attachment 
in adolescence has so far been described as an unconscious and conscious IWM
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expressed through certain thoughts, feelings and behaviours in relation to specific 
others in times of stress. Issues of attachment focus, stability and underlying 
constructs related to measurement, are now discussed.
Attachment Figures. As the nature and focus of adolescent attachment 
broadly shifts from parents to peers, it raises the question of whether adolescents 
hold an attachment IWM that is global or specific to individuals.
Much research on adult attachment assumes that IWM's are relatively 
general (Mikulincer & Shaver, 2007), however people can hold distinct IWM's 
regarding different relationships (Fraley etal., 2011b; Mikulincer & Shaver, 2003). 
Theoretical and empirical literature (e.g. Fraley et al., 2011a; La Guardia et al.,
2000) purports that adolescents can hold a global attachment style whilst 
concurrently holding heterogeneous attachment IWM's, expressed towards key 
people such as friend, mother, father or partner (Doyle et al., 2009; Wilson & 
Wilkinson, 2011). Furthermore, it is likely that IWM's relating to specific 
attachment figures are arranged in a hierarchical manner with an over-arching 
global IWM (e.g. Overall et al., 2003), suggesting validity in measuring global 
attachment style during adolescence. Furthermore, adolescent attachment style 
can define interactions with new acquaintances and strangers who might go on to 
become future attachment figures (Bowlby, 1969; Feeney et al., 2008).
On the whole, research supports a position that adolescents hold a global 
IWM within which relationship-specific variance exists. Investigating global 
attachment can inform both how individuals view and behave in current 
relationships but also inform how new relationships are experienced and thus 
developed.
Attachment Stability. Another issue pertinent to the study of adolescent 
attachment is that of attachment stability. The development of meta-cognitive 
skills enables adolescents to consciously reflect on their attachment relationships 
and coherently integrate them into a global IWM (Selman, 1980) whilst becoming 
able to de-idealise their parents, an integral step towards developing a mature 
secure attachment (Allen, 2008). This highlights how attachment change can also 
be specific towards individuals, further complicating the issue of attachment 
stability.
Bowlby (1988) initially theorised that although an individual's attachment 
style is relatively stable, it can be modified by significant changes in perceived
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availability of and experiences with other attachment figures throughout life. This 
position is supported by meta-analytic and longitudinal studies (e.g. Fraley et al., 
2011b), suggesting attachment stability from early infancy to early adulthood 
(Fraley, 2002) unless affected by significant changes in the family environment 
(e.g. Hamilton, 2000; Waters et al., 2000). Literature also suggests that 
attachment during adolescence can predict later attachment representations (e.g. 
Collins et al., 2011). Furthermore, measurement of attachment by any method 
reflects current attachment style. Essentially the picture is inconclusive; 
attachment measured during adolescence is relatively related to early and later 
attachment relationships but can change according to significant relational 
experiences.
Constructs o f attachment. There is debate regarding exactly what is 
measured by various adolescent attachment measures, although research 
exploring latent factors of attachment using AAI and self-report measures have 
consistently found common ground with a dimensional two-factor model (e.g. 
Roisman, 2009). These two factors are widely considered to be that of attachment 
anxiety and attachment avoidance which relate to hyper-activating and 
deactivating strategies respectively, and can be conceptualised using figure 1. 
However, an emerging alternative view (e.g. Stein et al., 2002) is that attachment 
is instead conceptualised on the dimensions of attachment security (secure versus 
fearful) and strategy (dismissing versus preoccupied), although robust 
corresponding measures have not yet been developed. This lack of identification 
of secure attachment style is also a key critique of anxiety-avoidance attachment 
measures. Essentially, conceptualising attachment using dimensions rather than 
categories is considered more reflective of the underlying attachment 
organisation (Stein etal., 2002) and is therefore advantageous (Fraley etal., 2000) 
and effectively utilised with adolescents (e.g. Bartholomew & Horowitz, 1991; 
Wilkinson, 2011).
Anxiety: This dimension pertains to distress and anxiety of being unloved 
and being separated from significant others; individuals high in attachment 
anxiety tend to use hyper-activated attachment strategies to cope when facing 
perceived attachment-related threats (Mikulincer & Shaver, 2003). This can lead 
to hyper-vigilance of cues suggesting attachment unavailability, especially during
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the separation from parents during adolescence, leading to anxiety and fears that 
one cannot cope with the situation, and proximity-seeking behaviours.
Avoidance: If an individual views closeness to their attachment figure(s) as 
unlikely to provide comfort, when faced with perceived threats they may instead 
engage in deactivating strategies to increase actual or psychic distance from 
attachment related cues. This tendency is reinforced by excessive dependence on 
self for managing relational difficulties (Mikulincer & Shaver, 2003). Individuals 
high in attachment avoidance tend to be uncomfortable with intimacy, attempt to 
avoid negative emotions and are excessively self-reliant when distressed; during 
adolescence this might result in difficulty developing intimate peer relationships.
Critique o f self-report measures. Despite the value of self-report 
measures, they have been widely criticised. One critique is that individuals high in 
attachment avoidance are likely to show defensive suppression (Fraley & Shaver, 
1997) and thus under-report their attachment anxiety (Shaver & Mikulincer,
2004). Correlational studies tend to find weak (e.g. Brennan et a!., 1998) to strong 
(e.g. Fraley et al., 2011a) relationships between global attachment anxiety and 
avoidance, suggesting that when faced with a perceived attachment threat 
individuals might prefer either hyper-activating or deactivating strategies, but 
might also use both. This suggests that self-report measures based on the 
anxious-avoidant dimensions cannot always identify dismissing/preoccupied 
attachment styles. Also, as mentioned earlier, when used dimensionally these 
measures cannot specifically be used to differentiate individuals with a secure 
attachment style from those with an insecure attachment style.
Another critique is that self-report measures fail to tap into the 
unconscious attachment IWM (Jacobvitz et al., 2002). Studies incorporating 
physiological measures (e.g. Fraley & Shaver, 1997) suggest that self-reports can 
accurately reflect actual attachment related behaviour (i.e. hyper- 
activating/deactivating strategies), which ultimately reflect unconscious thoughts 
(Chartrand, & Bargh, 2002) and thus internal attachment IWM. Nevertheless, self 
reports might still fail to access the intense thoughts and feelings experienced in- 
the-moment when attachment behaviour is activated.
Essentially, the conceptualisation and measurement of attachment during 
late adolescence is full of unresolved controversies (Mikulincer & Shaver, 2007) 
and each measurement tradition taps into related but different attachment
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constructs. The position for the purposes of this study is that adolescent 
attachment is a somewhat stable unconscious and conscious construct although 
amenable to change. Attachment style can differ across attachment focus 
although can be expressed as a global attachment, and despite limitations is 
currently best conceptualised using a two-factor model of attachment anxiety and 
attachment avoidance. Self-report methods are acceptable measures of assessing 
an individual's attachment, especially considering their advantage of being 
resource-friendly in research as compared with narrative based measures.
Attachment and socio-demographics. There are also inter-relationships 
between adolescent attachment and socio-demographic variables such as gender, 
SES and culture, and this issue is complicated and context dependent. A positive 
relationship has generally been found between secure attachment and SES, 
although this is likely to be confounded by experience of maltreatment and 
trauma (Cyr et al., 2010). The evidence regarding difference in attachment styles 
across gender is inconsistent (e.g. Fraley et al., 2011a), although pubertal gender 
differences should be considered. Consistent differences have not been found 
across culture (e.g. van Ijzendoorn & Bakermans-Kranenburg, 2010), supporting 
attachment as cross-cuiturally applicable.
Attachment and wellbeing. It is clear that a strong relationship exists 
between social support and wellbeing (e.g. Yarcheski et al., 2001) suggesting a 
strong relationship between attachment and SWB. The specific theoretical and 
empirical literature is now considered.
A strong relationship between adolescent attachment and pathological 
constructs of wellbeing has been clearly demonstrated (e.g. Colonnesi et al.,
2011), tending to find a strong positive relationship between attachment anxiety 
and distress, although the relationship between attachment avoidance and 
distress tends to be weaker (e.g. Mikulincer, 199S). However research has only 
just begun to study positive outcomes such as SWB (e.g. Eccles et al., 2003). The 
scant research in attachment and SWB with adolescents suggests that secure 
attachment styles are related to greater SWB (e.g. Nickerson and Nagle, 2004; 
Yang et al., 2008). However, this body of research is limited by a reliance on cross- 
correlational designs, not measuring the affective and cognitive components of
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SWB and measuring attachment using a taxonomic construction rather than 
anxiety-avoidance dimensions. The few studies exploring SWB and attachment 
using the dimensions of anxiety and attachment (e.g. Kafetsios & Sideridis, 2006) 
have consistently found attachment anxiety to be more strongly negatively 
correlated with SWB than attachment avoidance, perhaps related to attachment 
avoidance as a potentially effective coping strategy (Mikulincer & Florian, 2001). 
This also suggests that attachment anxiety and avoidance have disparate 
mechanisms in their relationships to wellbeing.
Bowlby (1988) originally proposed that development of an infant's 
insecure or secure attachment IWM sets up a trajectory for later mental health 
and wellbeing, implying a causal mechanism. There are no known longitudinal 
studies exploring attachment and SWB, although Lima et al.' s (2010) review of 
longitudinal studies tentatively support childhood attachment predicting 
adulthood psychological distress. Studies employing regression-based statistical 
analyses support a causal mechanism between attachment and SWB, and have 
explored specific mediating mechanisms including coping style (Baird et al., 2003), 
self-efficacy (Wright & Perrone, 2010) and hope (Lavy & Littman-Ovadia, 2011). 
Emotion regulation and Antonovsky's construct of Sense of Coherence have also 
been proposed as potential mediators (e.g. Shumaker et o/., 2009).
Essentially, there is some theoretical and empirical support for a causal 
relationship between attachment style and SWB, although this relationship is 
likely to have a bi-directional component and be mediated by other factors. This 
relationship is also likely to be different for attachment anxiety and attachment 
avoidance.
In summary, the measurement and conceptualisation of attachment and 
SWB in adolescence is complicated and controversial, especially due to the use of 
inconsistent measures and lack of measurement of positive aspects of wellbeing. 
However attachment theory can provide a developmental model for 
contextualising the relationship between SWB and attachment in late 
adolescence. There is some theoretical and empirical support for a causal 
relationship between attachment and SWB in adolescence and therefore research 
into the specific mechanisms of this relationship merits continued investigation;
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Antonovsky's construct of 'Sense of Coherence' is potentially one such 
mechanism.
Sense of Coherence
The relationship between attachment and SWB in late adolescence has 
been discussed with consideration of causal mechanisms. The construct of Sense 
of Coherence is now introduced and argued to be one of the potential 
mechanisms.
Salutogenesis was introduced by Antonovsky in his 1979 book, and 
describes a focus on factors related to health and wellbeing rather than illness, 
normally typical of a pathogenic orientation. The 'salutogenic model' considers 
the relationship between health, stress and coping. Antonovsky (1987) suggested 
that life is inevitably and repeatedly filled with potentially stressful situations, 
although it is the individual's reaction that dictates whether a stressor is 
pathogenic (negative to health), neutral (benign) or salutogenic (health-inducing), 
these factors may be biological, psychological, social or environmental. 
Antonovsky argued that a salutogenic orientation provides a valuable 
understanding to how we adapt, survive and cope with life, and can be considered 
in-keeping with a positive psychology approach which in healthcare is concerned 
with prevention and resilience.
Sense of Coherence construct. From the salutogenic framework, 
Antonovsky (1987, pl9) proposed Sense of Coherence (SOC), described as an 
individual's, '...global orientation that expresses the extent to which one has a 
pervasive, enduring though dynamic feeling of confidence that 1) the stimuli 
deriving from one's internal and external environments in the course of living are 
structured, predictable and explicable; 2) the resources are available to one to 
meet the demands posed by these stimuli; and 3) these demands and challenges, 
worthy of investment and engagement'. This relates to three conceptual 
dimensions of a) comprehensibility, the degree to which the world is perceived as 
predictable and understandable, b) manageability, an individual's sense that they
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can draw upon available internal and external resources to effectively deal with 
potential challenges in life and c) meaningfulness, an individual's feeling that 
experiences in life are interesting and rewarding and that challenges are valuable 
and worth engaging in.
A strong SOC is considered more beneficial than a weak SOC, and 
although it is a cognitive, motivational and behavioural process, SOC can also be 
used as an outcome measure (Antonovsky, 1987). SOC is particularly relevant to 
explore in late adolescence, as it can be considered a protective 'buffer' to deal 
with typical and atypical challenges experienced during this period (Evans et al.,
2010). Furthermore, the adolescent challenges developing of self-competence 
and self-identity, managing changing relationships and engaging in new activities 
(e.g. Sullivan, 1953; Erikson, 1968) arguably pertain to SOC; demanding a sense of 
competence (manageability), sense of understanding (comprehensibility) and 
motivation (meaningfulness) to engage in these challenging opportunities in social 
and occupational arenas.
Antonovsky developed a 29-item self-report scale to measure an 
individual's current level of SOC, which has been adapted into various forms for 
different age groups and languages. These are currently the only way to measure 
SOC, and have thus directly influenced further conceptualisation and theory 
development. Regarding the latent structure of SOC, various Factor Analysis 
studies with adults have been mixed, with support for one to five latent 
constructs (e.g. review by Antonovsky, 1993). A large adult Finnish population- 
based Confirmatory Factor Analysis of the 13-item SOC scale by Feldt et al. (2007) 
indicated that SOC should be used as a unitary construct when being used as a 
sum variable, but a three-factor model is more applicable when conducting Factor 
Analyses to explore the latent structure. The two known studies exploring latent 
factors of the 13-item SOC scale in adolescents found support for a one­
dimensional (Hagquist and Andrich, 2004) and a two-dimensional construct 
(Zimprich et al., 2006). The latter Confirmatory Factor Analysis found support for 
comprehensibility loading together with manageability as one dimension, and 
meaningfulness as the other dimension, a common finding in the adult studies 
also (e.g. Feldt etal., 2007).
Essentially, theoretically SOC is considered a global, unitary construct 
comprised of the interrelated factors of manageability, comprehensibility and
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meaningfulness, although empirical evidence is mixed regarding the latent 
factors, which may be an artefact of the statistical methodology employed, and/or 
might be reflecting actual heterogeneity in the structure of SOC across and within 
age and culture. Considering that this area still requires further investigation, for 
the purposes of this study with adolescents, the literature supports the use of 
three dimensions (comprehensibility, manageability and meaningfulness) when 
conceptualising SOC, whilst acknowledging that two of these commonly load 
together during Factor Analyses. However, the literature also supports a one­
dimensional structure when performing quantitative analyses using a SOC 
measure.
Development of SOC In early childhood. Antonovsky (1987) hypothesised 
that SOC is formed from early childhood experiences, and shaped during 
adolescent and adulthood. Thus it is important to consider factors leading to the 
development of an adolescent's SOC.
Antonovsky originally related development of SOC directly to attachment 
experiences, based on theories offered by Bowlby (1969) and Boyce (1985, pl55). 
Antonovsky (1993) later proposed a theoretical model for SOC development, 
suggesting that consistency, load balance and participation is significant in SOC 
development, to which Sagy and Antonovsky (2000) later added 'emotional 
closeness'. Development of SOC by each of the SOC dimensions is now described.
Comprehensibility. The development of the comprehensibility dimension 
of SOC, is related to an infant's development of 'object permanence' (a sense that 
the mother will remain in existence even after absence or separation), and 
'consistency', the degree to which the environment was experienced as relatively 
structured and consistent through the reciprocal pattern of infant and mothers 
interactions (Antonovsky, 1987). The sense of predictability and relative certainty 
of an infant's inner and external world is increased when an infant feels securely 
attached with their primary caregiver.
Manageability. The development of the manageability dimension of SOC, 
is related to 'load balance' (Antonovsky, 1987), an infant's experience of the 
extent to which expectations were appropriate for their level of competence. For 
example, an infant who was regularly expected to be toilet-trained before a 
developmentally appropriate time is likely to experience 'over-load', leading to a
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reduced sense of manageability. Alternatively 'under-load' refers to an infant's 
experience of being insufficiently challenged, leading to a poor sense of self- 
efficacy and manageability.
Meaningfulness. The development of the meaningfulness dimension of 
SOC, is related to 'participation in shaping outcomes' (Antonovsky, 1987), the 
extent to which an infant feels they have any control in shaping outcomes in their 
life. 'Emotional closeness' (Sagy & Antonovsky, 2000) is the extent to which one 
feels connected to a valued social group, and is a significant element of the 
meaningfulness component. This can be viewed as the degree to which certain 
actions and interactions with ones environment are experienced as rewarding, by 
some social or other valued response.
This review provides a comprehensive theoretical mechanism for the 
development of SOC based on early childhood experiences. However, the only 
known empirical study is a retrospective study by Sagy and Antonovsky (2000) 
highlighting the importance of supportive childhood social relationships in 
developing later SOC. Essentially, SOC theoretically develops from early infancy 
and is affected by the immediate environment, which arguably for infants is 
largely their social interaction with caregivers. Furthermore, early development of 
SOC is closely related to early attachment experiences, an issue which is returned 
to later.
Development and stability of SOC. As this study is concerned with SOC in 
late adolescence, this section reviews studies exploring factors predicting SOC in 
adolescents, and the stability of SOC during adolescence.
Several cross-sectional studies employing regression-based analysis show 
that supportive family relationships contribute to strong adolescent SOC 
development (e.g. Garcia-Moya et a!., 2012), whereas weak adolescent SOC is 
predicted by childhood psychological difficulties, such as expressed anger (e.g. 
Marsh et al. p007), anxiety and depression (Olsson et al., 2006) and attentional 
problems (Honkinen et al., 2009).
Antonovsky (1987) hypothesised that SOC develops across the lifespan 
and stabilises in adulthood. Studies with adults mostly support this assertion (e.g. 
Antonovsky, 1993), indicating that SOC tends to increase over time (Feldt et al.,
2011) and stabilise during adulthood at about thirty (Feldt et al., 2007).
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Antonovsky (1987) also hypothesised that SOC would be more stable in those 
with strong SOC, a position supported by Hakanen et al.'s (2007) longitudinal 
study who found that strong adolescent SOC predicted stronger SOC some thirty 
years later, also highlighting the importance of strong SOC in adolescence for later 
adulthood SOC. However a large-scale longitudinal study (Volanen et al., 2007) 
found that adult SOC is affected by negative life events and can become weaker as 
well as stronger; Antonovsky (1987) suggested that for SOC to strengthen, 
individuals need to experience a level of stress (environmental and/or social), in 
order to build resiliency and develop a sense of being able to manage difficulties. 
Overall, this 'stress-resiliency building' model has some empirical support in 
adolescence for females, but not males (Evans etal., 2010).
Regarding stability of the developmental trajectory of SOC specifically 
during childhood and adolescence, there is also an inconclusive picture. A large 
population-based cross-sectional Spanish study by Garcia-Moya et al. (2012) 
found significantly lower SOC in 15 to 18 years olds as compared with 13-14 years 
olds, and a large-scale longitudinal Finnish study (Honkinen et al., 2008) found no 
change in SOC between age 15 and 18.
Ultimately, much of this research is retrospective or correlational, rather 
than longitudinal, and few studies explore SOC in children under the age of twelve 
(likely limited by self-report methodology). Despite these limitations, literature 
suggests that strong SOC is developed through supportive social experiences in 
childhood, although also requires experience of some stress as well. During 
adolescence SOC is then perhaps challenged in the light of significant social, 
emotional, educational demands and transitions (Garcia-Moya et al., 2012), 
although hypothetically the increased reflective and cognitive skills would 
enhance SOC development. Essentially, SOC is important in managing stressful life 
events but can be modified before, during and after adolescence by certain 
factors, further described below.
Factors affecting adolescent SOC. In reviewing the literature, it is likely 
that the development and stability of adolescent SOC may be affected by socio­
demographic factors and significant life events.
Socio-demographic factors. Gender and age are two interrelated factors 
which might interact with adolescent SOC, especially considering gender
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differences in puberty, although studies have found inconsistent patterns (e.g. 
Garcia-Moya et al., 2012; Moksnes et al., 2012; Evans et al., 2010). Other 
interrelated factors might include culture, ethnicity, religion and SES. SOC was 
developed as a cross-cuIturally applicable construct, although no known studies 
focus explicitly on the relationship between SOC and ethnicity. An inconsistent 
relationship has been found between SOC and religious affiliation (George et al., 
2002) and SES (Hatch & Dohrenwend, 2007; Holmberg etal., 2004) in adolescents. 
The relationship between SES and SOC may be confounded by trauma and other 
stressful life events, where SES might interact with SOC in terms of the 'stress 
resiliency model' so that low SES might provide some adolescents with the 
stressor to develop strong SOC.
Negative life events. The impact of negative life events on an adolescent's 
SOC is also likely to be reflected by the 'stress resiliency model' (e.g. Evans et al., 
2010). There is some evidence that adult SOC is affected by negative life events 
(Volanen et al., 2007).
Overall, research highlights the multifaceted and bi-directional nature of 
the relationship between SOC and socio-demographic variables. Studies (e.g. 
Suominen et al., 1999) suggest that SOC functions as an intra personal process 
allowing individuals to effectively draw upon their available internal and external 
(social and practical) resources. The review suggests that SOC may interact with 
socio-demographic factors and should be interpreted in the context of the sample 
socio-demographic composition.
Relationship between SOC and wellbeing. As this study is concerned with 
the role of SOC in predicting adolescent wellbeing, the relationship between SOC 
and wellbeing is reviewed, as well as identifying the importance of adolescent SOC 
in immediate and longer-term subjective wellbeing.
A significant body of adult research supports the positive relationship 
between weak SOC and negative psycho-social outcomes such as depression and 
anxiety (e.g. Hittner & Swickert, 2010), a relationship also supported in children 
and adolescents (e.g., Moksnes et al., 2012). However, this study is also 
concerned with the relationship between SOC and positive indicators of wellbeing. 
Antonovsky's salutogenic framework (1987) provides a theoretical basis for the 
relationship between SOC and wellbeing, and subsequent empirical research
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found a strong relationship but mostly focussed on adult clinical populations (e.g. 
Eriksson & Lindstrom, 2007; Klepp et al., 2007), and Edbom et al. (2010) found 
SOC to be a protective factor in adolescents. However the literature base is 
limited in that no known studies have explored SOC and SWB in a non-clinical 
adolescent population, or measured wellbeing comprehensively using the 
tripartite structure of SWB, and except for Antonovsky's (1987) theoretical 
assertion, no explanatory mechanism is offered in the literature. This is now 
addressed.
Specific mechanisms. In attempting to investigate how SOC leads to 
wellbeing, Amirkhan and Greaves (2003) found interrelated perceptual and 
behavioural mechanisms to be key. The perceptual mechanism indicated that 
individuals with strong SOC tended to unconsciously ascribe meaning to events 
which made situations be experienced in a positive light; for example a school 
transfer might be viewed as a potential opportunity to make new friends. The 
behavioural mechanism indicated that individuals with strong SOC tended to 
respond to situations and problems in a non-avoidant and proactive problem­
solving manner. Although Amirkhan and Greaves's (2003) study was conducted on 
university undergraduates, in the absence of adolescent studies this framework 
facilitates an understanding of how SOC might lead to positive wellbeing in the 
current study. This suggests that SOC might determine how late adolescents 
perceive and respond to their age-specific challenges. Considering the theoretical 
and empirical literature, the possible mechanism by which SOC leads to positive 
SWB in late adolescence is now further illustrated.
Adolescents with strong SOC. These adolescents are likely to perceive 
difficult situations as challenges, and view events in a way that develops an 
understanding of why a situation is as such. This could result in problem-solving 
behaviour and non-avoidance of the perceived challenge; these adolescents are 
likely to perform positively and engage effectively in activities and relationships. 
Adolescents with strong SOC may be motivated to seek out and find pleasure in 
meaningful intrinsic and extrinsic rewards through engaging in activities and 
relationships. Adolescents with strong SOC are also more likely to cope with 
disappointments (related to the stress resiliency model) and process their 
experiences to feel confident and motivated to continue engaging in these 
challenges. Ultimately, this is likely to enhance the likelihood of positive
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experiences or at least the evaluation of experiences as positive, and therefore 
result in positive cognitive evaluations of their SWL. Individuals with a strong SOC 
are overall likely to experience less negative affect due to experiencing confidence 
in their ability to promote desirable outcomes. Additionally, based on the 
'broaden and build' theory (Fredrickson, 2001), this relationship may be amplified 
by the multiple and reciprocal pathways between positive affect, SWL, SOC and 
engagement in meaningful activities.
Adolescents with weak SOC. Adolescents with a low sense of 
comprehensibility and manageability are more likely to perceive events as 
stressful which might result in poorer engagement in activities. A poor sense of 
meaningfulness would further increase avoidant means of coping, resulting in 
fewer opportunities to engage in meaningful activities which might have built 
confidence and provided rewards.
A relationship between attachment and SOC. The relationship between 
supportive early childhood familial experiences and development of SOC has 
already been described above. Here the role of attachment in developing SOC is 
reviewed.
Empirical research. Two key studies have found that secure attachment 
style predicts strong SOC; the Haifa longitudinal study by Sagi-Schwartz and 
Aviezer (2005) and experimental research by Mikulincer and Rom (2003). Cross- 
correlational research using regression based analyses have also consistently 
found a negative relationship between attachment (anxiety and avoidance) and 
SOC (e.g. Al-Yagon & Mikulincer, 2004; Staniforth & Wilkinson, 2007; Ying et al., 
2007). Thus there is evidence for a causal relationship between attachment and 
SOC in children and young adults, yet the literature provides no explanation of the 
mechanism.
Theoretical Basis. As described earlier, Antonovsky (1993) proposed that 
SOC develops directly from infant attachment related experiences, whereby 
interactions with a primary caregiver develop the infant's sense of manageability, 
comprehensibility and meaningfulness. An explanation is offered for the causal 
relationship between attachment anxiety and avoidance and SOC in adolescence, 
considering that adolescent attachment style is likely to but does not necessarily 
reflect attachment style in infancy.
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Attachment anxiety and SOC. Hypothetically, adolescents with low 
attachment anxiety are likely to hold attachment related beliefs that they are 
lovable and can manage relational difficulties. Therefore, when faced with a 
perceived relational or non-relational threat, these adolescents will feel confident 
to draw on their personal resources effectively to manage challenging relational 
situations, such as handling their emotions with peers or being independent from 
parents, thus enhancing their sense of general competence and manageability. 
These adolescents will likely be motivated to engage in challenges and experience 
them as rewarding, and likely to think and reflect on their experiences in a non­
threatening manner. Conversely, an adolescent with high attachment anxiety will 
likely draw on beliefs related to a poor sense of self-competence in managing 
challenges, and will utilise hyper-activating strategies. This may have led to 
difficulty understanding others intentions and behaviours in relationships, leading 
to a general low sense of comprehensibility.
Attachment avoidance and SOC. Hypothetically, adolescents with low 
attachment avoidance are likely to draw on beliefs that others have positive 
regard for them and will offer support if needed. Therefore, when faced with a 
perceived relational or non-relational threat, they will seek support from peers 
and parents, which could result in better management and understanding of the 
problem. Conversely, an adolescent with high attachment avoidance will be more 
likely to have negative beliefs about others and utilise deactivating strategies, 
suggesting that when faced with a perceived threat they would not seek out 
advice or support from others, resulting generally in lack of development of 
comprehensibility. Avoidant attachment is also likely to be related to emotional 
distance and thus lack of meaningfulness. The attachment anxiety-avoidance 
dimensions are likely to interact to represent particular attachment styles with 
unique relationships to SOC.
Secure attachment style and SOC. Adolescents with mostly low 
attachment anxiety and low attachment avoidance are likely to feel that they 
value, and can manage and deal with close relationships, leading to behaviour and 
attitudes which enhance exploration and confidence in engaging with meaningful 
activities and reflecting upon difficulties, resulting in strong SOC.
High attachment anxiety and high attachment avoidance and SOC. These 
adolescents typically hold a negative sense of self and other, and utilise hyper-
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activating and deactivating strategies resulting in inconsistent patterns of 
interaction with others; as others reciprocate inconsistent interactions (Olsson et 
al., 2006) they develop a poor general sense of manageability, comprehensibility 
and meaningfulness, and thus a weak SOC.
Low attachment avoidance but high attachment anxiety. These 
adolescents tend to value relationships but hold negative beliefs about self, and 
thus utilise hyper-activating strategies. They may find others intentions and 
behaviours in relationships confusing, leading to a low sense of general 
manageability and comprehensibility, leading to a weak SOC.
High attachment avoidance but low attachment anxiety. These 
adolescents may interpret their relational world as incomprehensible but their 
non-relational world as comprehensible, and utilise deactivating strategies. Over 
time through avoidant and self-reliant behaviour, a sense of personal 
comprehensibility, manageability and meaningfulness might be developed. This 
pattern of attachment beliefs and behaviours has potential to lead to 
development of a strong SOC; however as these individuals are likely to suppress 
attachment anxiety, development of SOC might actually be related to suppressed 
high attachment anxiety.
Overall, this theoretical explanation indicates that ultimately high 
attachment anxiety and/or high attachment avoidance can overall lead to poor 
development of SOC in adolescents, except that high avoidance might lead to 
development of strong SOC but only in adolescents with low attachment anxiety.
The distinctness o f the concepts o f attachment and SOC. The theoretical 
and empirically close relationship between attachment and SOC might suggest 
that SOC be viewed as a direct expression of an adolescent's attachment IWM. 
However, while attachment and SOC are closely related they are conceptually 
distinct constructs. Attachment is concerned primarily with a state of mind and 
behaviour regarding relationships, whereas SOC is concerned with a global 
orientation of manageability, meaningfulness and comprehensibility regarding 
that person's internal and external world. In addition it is possible that the use of 
the word 'coherence' in SOC and the fact that the coherence of narrative is 
measured in the AAI might also cause confusion. However, they are measuring 
different concepts in that narrative and self-report attachment measures assess 
cognitions related only to relationships, whereas SOC draws on cognitions related
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to coherence of environmental and relational situations. Only three items from 
the 13-item SOC scale refer to relational situations. Finally attachment is widely 
conceptualised on dimensions of anxiety and avoidance, and these are 
conceptually different to the SOC dimensions of manageability, comprehensibility 
and meaningfulness. The data from this study shows that attachment and SOC are 
related yet distinct constructs, illustrated by lack of collinearity observed in Table 
4, and an Exploratory Factor Analysis which is described in appendix 1.
In summary, this section has attempted to further understand the nature 
of SOC in adolescence and the mechanisms by which attachment style relates to 
development of SOC, and how SOC might predict SWB though reviewing relevant 
theoretical and empirical literature. Acknowledging the limited literature base, it 
appears that adolescent SOC level is initially defined by the early family 
environment, and through perceptual and behavioural mechanisms SOC can 
strengthen or weaken over time depending on how events are viewed and 
responded to, ultimately affecting SWB.
The Theoretical Model
Attachment, SOC and SWB have been discussed with regard to issues of 
measurement, conceptualisation and stability during adolescence. Moreover, a 
case has been made for a causal relationship between attachment and SWB, and 
various mechanisms for this relationship were suggested. SOC was suggested as 
one of the mechanisms of this relationship, and a case was also made for a casual 
relationship between attachment style and SOC, and then SOC and SWB.
Attachment predicting SWB mediated by SOC. Empirical and theoretical 
support has so far been provided for a causal relationship between attachment 
and SWB, partially mediated by SOC in late adolescence, illustrated in Figure 2. A 
few studies have also explored a similar relationship. Ying et al. (2007) found that 
SOC mediated and moderated the relationship between parent and peer 
attachment and depression symptoms. Rood (2001) and Staniforth and Wilkinson 
(2007) both found that attachment anxiety predicted psychological distress as
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Figure 2. Proposed model of the relationship between attachment and subjective 
wellbeing as mediated by SOC.
mediated by SOC, and although attachment avoidance predicted SOC, it did not 
predict psychological distress and was therefore not mediated by SOC. This 
highlights the potential discrete mechanisms by which attachment anxiety and 
attachment avoidance may function in this relationship. A limitation of applying 
this body of research to the current study is that only psychological distress was 
investigated to indicate wellbeing, rather than a measure of positive and negative 
affect, and SWL, and studies were conducted on young adults rather than 
adolescents. Furthermore, although these studies employed cross-sectional 
designs to examine a longitudinal relationship, assessment is considered to 
measure current attachment style, but is indicative of attachment style in 
childhood, therefore causal relationships can tentatively be theorised.
Study Aims and Hypotheses. Essentially there is a need to advance 
understanding of the mechanisms by which attachment leads to greater wellbeing 
in late adolescents, and this study considers SOC as a mediator. The theoretical 
and empirical literature reviewed indicated that secure attachment is likely to 
predict high SWB (assessed by cognitive evaluation, positive affect and negative 
affect) in late adolescence, partly through the mechanism of SOC. Literature 
supports the investigation of attachment anxiety and attachment avoidance 
separately, especially as the relationship between attachment avoidance with SOC 
and SWB is unclear as attachment avoidance can be an effective coping strategy. 
Furthermore, the literature emphasises that attachment anxiety and attachment 
avoidance may interact. Thus the study aimed to test three hypotheses.
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Hypothesis 1. Higher attachment avoidance and anxiety scores will be 
related to lower subjective wellbeing (satisfaction with life, positive affect and 
negative affect) mediated through a weaker Sense of Coherence.
Hypothesis 2. The relationship between attachment avoidance, Sense of 
Coherence and subjective wellbeing will differ across level of attachment anxiety, 
with low anxiety being associated with a reduced relationship between 
attachment avoidance and Sense of Coherence and thus subjective wellbeing.
Hypothesis 3. The relationship between attachment anxiety. Sense of 
Coherence and subjective wellbeing will differ across level of attachment 
avoidance.
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Methods
Participants
Participants were females and males aged 16 to 18 (inclusive), from year 
12 of two secondary schools in Greater London, who gave informed consent to 
take part in this research study. Data was collected during timetabled tutorial 
sessions in order to minimise selection bias and to maximise response rate. 
Inclusion criteria included participants' ability to read English due to limited 
resources for this project not allowing for the provision of individual reading 
support.
Ethical Issues were considered in accordance with the Code of Human 
Research Ethics (British Psychological Society, 2010). Initial risk assessment 
identified a small potential risk that some of the wellbeing and attachment 
questionnaires have potential to cause emotional distress, particularly if 
participants were already sensitive to or are having difficulties related to their 
wellbeing or relationships. Such participants might then focus on this, perhaps 
resulting in feeling emotional discomfort and/or distress. However, completion of 
the questionnaire in itself was not considered to induce distress directly. As this 
was not a significant risk, it was deemed acceptable for adolescents aged 16 to 18 
to give informed consent to participate in research; parental consent did not need 
to be sought. Nevertheless, contingencies taken to manage this minimal risk 
included informed consent, with all potential participants being given details of 
how to access further help, support and advice if they experienced emotional 
distress or discomfort. Ethical approval for this study was gained from the Faculty 
of Art and Humanities at University of Surrey in 2011.
Sample size. There is limited literature on the relationship between 
attachment. Sense of Coherence (SOC) and wellbeing, which has also analysed 
attachment anxiety and avoidance as dimensions rather than categorising into 
attachment styles. The only relevant known peer-reviewed study reporting effect 
sizes for both attachment anxiety and attachment avoidance is that by Staniford
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and Wilkinson (2007), who found standardised regression coefficients for the 
effect of attachment anxiety and attachment avoidance on SOC (with SOC as a 
partial mediator) of approximately .50 and .30 respectively (medium and weak 
sized effects). The regression coefficients found for the relationship between SOC 
and wellbeing was of approximately .52 (medium effect). Fritz and MacKinnon 
(2007) estimated that to obtain a power of 80% to detect mediation using bias- 
corrected bootstrapping methods at the 5% level, a sample size between 71 and 
148 should be sufficient (to detect a large-medium, or small-medium effect, 
respectively). Therefore, assuming a whole school response rate of 10-50% (based 
on Testa & Coleman, 2006) and based on the lower whole school response rate of 
10%, and assuming about 100 participants per school, 30 schools were invited to 
participate.
Sampling strategy. To increase the representativeness and variability in 
the sample (with regard to gender, SES, religion status, ethnicity and academic 
ability), mixed-sex, non-selective, selective, fee paying and non-fee paying schools 
were invited to participate. Specialist schools were excluded. Potential schools 
were chosen from league tables provided on the Guardian newspaper website 
(2010), which provided details of all London schools. Schools were initially 
contacted based on size (to include those with greater than 150 6‘  ^form students) 
and invited to participate through initially emailing a letter (appendix 2) to the 
school/collage Head Teacher or Head of 6^*^  Form, followed by a phone call inviting 
the school to participate.
Materials
Materials included hard copies of the information sheet, consent form 
and questionnaire pack (shown in appendices 3 to 6), further described below. 
Each potential participant was provided with a copy of the information sheet to 
read and retain, and a consent form and questionnaire pack to complete and 
return. Note that data was managed in accordance with the Data Protection Act 
(1998).
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Information sheet. This provided details of the study, including contact 
details in case of complaint (appendix 3). Additionally, the information sheet listed 
contact details for support organisations in case of any distress caused in relation 
to participating in the study (appendix 4).
Consent form. This required participants to indicate that they agreed to 
take part in the study having been informed of the study details by reading the 
information sheet and signing the consent form. As the consent form (appendix 5) 
required participants to provide their name, this was stored separately to the 
completed questionnaire pack to maintain anonymity.
Questionnaire pack. This contained 61 items asking about demographic 
characteristics, SES and scales pertaining to the study variables (appendix 6).
Demographic variabies were measured through the use of six questions 
requesting identification with gender, age, ethnicity, romantic relationship status, 
living arrangement and religious/spiritual orientation (with the ethnicity and 
religious status items based on the UK census categorisation). All items were 
forced-choice, with an additional item requesting qualitative details if listed 
'other'.
Socio-economic status was measured using the 4-item Family Affluence 
Scale II (FAS-II; Boyce et al., 2006), supported by an item asking about eligibility 
for school meals (recommended by Boyce eta!., 2006).
Items on the FAS-II asked about the number of vehicles and computers 
owned in the household, bedroom arrangements (i.e. sole or shared use of 
bedroom), and number of holidays taken in the last year. The vehicle item 
responses can be transposed; no=0, 'yes, one'=l and 'yes, two or more'=2, the 
bedroom item is transposed to a score of no=0, yes=l, and the holiday and 
computer items are transposed to no=0, 'yes, one'=l, 'yes, two'=2 and 'yes, more 
than two'=3. Summing all the transposed scores on the FAS-II provides a total 
score of SES, which ranges from 0 to 9. Boyce et al. (2006) suggest using a three- 
point ordinal scale where scores of 0 to 2 indicate Low Affluence, scores of 3 to 5 
indicate Middle Affluence, and scores of 6 to 9 indicate High Affluence.
The FAS-II was chosen to measure SES as it has good ecological validity 
and can be used cross-culturally with adolescents. Additionally it relies on
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knowledge of material consumption in the family, something adolescents are 
more likely to be more knowledgeable about than estimates of parental income 
(Currie et al., 1997); enabling a higher response rate. As the measure is comprised 
of only four items, it is quick and practical for use in research. However, a 
potential threat to reliability is that Boyce et al. (2006) found alpha coefficients 
ranging from 0.06 to 0.78, perhaps due to the low number of items and limited 
categories of responses for the scale. This might also be partly due to poor 
reliability of the Holiday item and problems in application to varying contexts 
(Boyce et al., 2006). However, calculation of a summary score proves a more 
consistent measure, and the FAS-II has consistently showed high reliability when 
comparing adolescent SES reports with parental reports (Boyce et al., 2006), 
especially for older adolescents (Boudreau & Poulin, 2009). In the absence of 
acceptable alternative measures, the FAS-II can be a valuable self-report indicator 
of family wealth by adolescents as it is resource efficient, encourages a high 
response rate, and has good ecological validity and acceptable reliability, as 
compared with other available measures.
Eligibility for free school meals has been criticised as a measure of SES, as 
it tends to discriminate only between children with particularly poor SES, however 
overall it is considered a useful additional indicator of SES (Hobbs & Vignoles, 
2010).
Attachment. As discussed earlier, measurement of adolescent attachment 
is a complex issue, affected by method of assessment, theoretical approach and 
constructs used, focus of attachment and relevance to late adolescence. Due to 
limited resources and theoretical orientation, self-report questionnaire-based 
measures were chosen, although limitations are considered.
In choosing the most appropriate measure for the current study, in light 
of the earlier literature review, it was decided that preferred criteria for a 
measure were 1) that attachment was conceptualised on dimensions of anxiety 
and avoidance, 2) an administration time of less than 8 minutes, 3) 
acceptable/good psychometric properties with adolescents and 4) can be used to 
study attachment to general close relationships rather than a specific attachment 
figure. In finding the most appropriate measure, a range of adolescent 
attachment measures were reviewed for suitability for the purpose of this study 
on the criteria detailed above (see appendix 7 for the informal review). Wilson &
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Wilkinson (2011) also value conceptualisation of attachment on the dimensions of 
anxiety and avoidance, and their review of adolescent attachment measures led 
to development of a new scale; the 20-item Experiences in Close Relationships 
(Revised) General Short Form (ECR-R-GSF; Wilkinson, 2011). This is the only 
known self-report questionnaire which fulfilled all criteria for use in the current 
study.
The ECR-R-GSF assesses general attachment on two dimensions of 
attachment anxiety and attachment avoidance in adolescent populations, 
modified from the adult 36-item Experiences in Close Relationships Inventory- 
Revised (ECR-R; Fraley et al., 2000). The factor structure of the ECR-R is quite 
robust, produces good internal consistencies and holds excellent reliability with 
alpha coefficients for the resulting components reported to be near or above .90 
(e.g. Fraley et al., 2000). As the ECR-R was originally designed for assessing 
romantic relationships, one particular modification made by the authors of the 
ECR-R-GSF was to focus on general close relationships; especially as adolescents 
are unlikely to have experienced romantic relationships that might function as an 
attachment secure base (Wilkinson, 2011). In the initial development study 
(Wilkinson, 2011), the measure produced reliable subscales (Cronbach's alphas of 
.88 for anxiety and .88 for avoidance) and were correlated at .39. Wilkinson also 
reported good construct validity with significant correlations with another widely 
used self-report measure of attachment, the Relationships Questionnaire (RQ; 
Bartholomew & Horowitz, 1991).
The ECR-R-GSF is comprised of twenty statements about feelings and 
behaviour regarding relationships with others, with ten items relating to 
attachment anxiety and ten items relating to attachment avoidance. An example 
item is 'My desire to be very close sometimes scares people away'. Responses are 
on a 7-point Likert scale ranging from 1 for 'strongly agree' to 7 for 'strongly 
disagree'. Summing the scores for each subscale provides a total score for 
attachment anxiety and attachment avoidance, with some items reverse scored. 
Scores range from 10 to 70 for each subscale, with low scores indicating low 
attachment anxiety or attachment avoidance.
In summary, although the newly-developed ECR-R-GSF has not yet been 
widely validated, it is based on the theoretically and psychometrically strong ECR- 
R and modified to use with an adolescent population. Another key strength of the
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ECR-R-GSF is that it measures attachment on the widely regarded dimensions of 
attachment anxiety and attachment avoidance whilst other adolescent 
attachment measures do not (Wilson & Wilkinson, 2011).
Sense o f Coherence. As described earlier, the Sense of Coherence Scale 
(Antonovsky, 1987) and its variants are the only measures of SOC currently 
available. The 13-item SOC scale is a short version of the original 29-item scale 
(Antonovsky, 1987), has shown good validity and reliability (e.g. Olsson et al, 
2006) with older adolescents (e.g. Hagquist & Andrich, 2004). As brevity of 
administration was considered favourable to maximise participation, and this 
short form held good psychometric properties, the 13-item SOC Scale was chosen. 
The 13-item SOC Scale tends to produce coefficient alphas of between 0.7 and 0.9 
(e.g. Eriksson & Lindstrom, 2005), with a coefficient alpha of .82 found in an 
adolescent study (Zimprich et al, 2006) indicating good internal consistency.
Ten of the items are questions asking if the respondent has certain 
thoughts and feelings, and the other three items are statements; all items are 
regarding the respondent's experience of their general internal and external 
world. Responses are on a 7-point Likert scale which varies by question, with 
items such as 'How often do you have feelings that you're not sure you can keep 
under control?' with the Likert response ranging from l='very often' to 7='very 
seldom/never'. Responses are more specific for the statement items; for example 
'Until now your life has had...' with the Likert response ranging from 'no clear 
goals or purpose at all' to 'very clear goals and purpose'. As discussed earlier, 
there is inconsistent evidence for a three-dimensional structure with variable 
internal consistencies for manageability, meaningfulness and comprehensibility 
(Zimprich et a l, 2006). Therefore, although the scale provide subscales scores, 
item scores are summed to provide a total SOC score ranging from 13 to 91, with 
higher scores indicating stronger SOC.
Subjective wellbeing was measured according to the tripartite model, as 
discussed earlier (Diener, 1984). Therefore cognitive evaluation of global life 
satisfaction, experience of positive affect and experience of negative affect were 
measured. Measurement of domain-specific satisfaction was considered 
unnecessary as domain satisfaction is closely linked to and informs global life 
satisfaction (Pavot & Diener, 2008).
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The Satisfaction with Life Scale (SWLS; Diener et al., 1985) was chosen to 
measure cognitive evaluation of global life satisfaction as it is the only 
psychometrically sound measure that has been widely used with late adolescents 
(Heuber, 2004). The SWLS has been shown to have high internal consistency with 
coefficient alphas ranging from .86 to .89 in adolescents (Heuber, 2004) and a 
test-retest correlation coefficient of 0.82 to .90 over a 2-month period (Eid & 
Diener, 2004). The SWLS also appears to have good construct and discriminant 
validity (Pavot & Diener, 2008).
The SWLS contains 5 items enquiring about respondent's level of 
agreement with statements about their satisfaction with their life. An example 
statement is 'I am satisfied with my life'. Responses are on a 7-point Likert scale 
ranging from l=strongly agree to 7=strongly disagree; summing the scores 
provides the total. Scores range from 5 to 35, with higher scores representing 
higher satisfaction with life.
The Scale of Positive and Negative Experience (SPANE; Diener et al., 2010) 
was chosen to measure experience of positive and negative affect as it is 
considered an improvement of the Positive and Negative Affect Scale (PANAS; 
Watson et al., 1988), the 'original' scale for measuring positive and negative 
affective components of subjective wellbeing, as items refer to a wider range of 
emotional experiences. As the SPANE is newly-developed few studies have yet 
used this measure, and there are no known studies with adolescents. Initial 
studies by Diener et al. (2010) produced good internal reliability with Cronbach's 
alphas of .87 and .81, and acceptable 1-month test-retest temporal reliability 
scores with Cronbach's alphas of .62 and .63, for positive affect and negative 
affect scores respectively. Acceptable construct validity was shown in correlating 
the SPANE subscales to the PANAS, r=.61 for positive affect and r=.70 for negative 
affect. Therefore, despite the lack of studies with adolescents, this measure was 
chosen due to its strong theoretical grounding and psychometric properties.
The SPANE is comprised of 12 items regarding frequency of recent 
experience of positive and negative affect, 6 items relate to negative feelings such 
as 'angry' and 6 items relate to positive feelings such as 'contented'. Responses 
are on a 5-point Likert scale where 1 represents 'very rarely or never' and 5 
represents 'very often or always'. The scale produces a score for positive feelings
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and a score for negative feelings, which both range from 6 to 30. A higher score 
for positive or negative affect indicates greater experience of that affect.
Procedure
Recruitment. Thirty secondary schools and colleges in Greater London 
were invited to participate in this study, as detailed in the Participants section. 
Interested schools and colleges were screened, ensuring that they had students 
aged 16-18 inclusive, students available in groups of twenty or more, 
approximately 50% female, who could be accessed during a scheduled slot over 
thirty minutes, and available to participate during school hours in Autumn 2011.
Once a school agreed to participate, students were invited to participate 
through liaison with the year head, class tutor or equivalent. Where possible, this 
was followed up with a meeting with staff and/or attending a pupil assembly to 
increase staff and pupil motivation to participate, based on guidelines from Testa 
and Coleman (2006). In line with the Code of Human Research Ethics (British 
Psychological Society, 2010), approval and access for the study was gained from a 
senior member of the school.
One school took up the offer of an assembly about Clinical Psychology and 
the research project delivered by the researcher, and the other school took up the 
offer of introduction to the research during an assembly via the year head. 
Through negotiation with each school, it was decided that the questionnaire be 
completed during a tutorial session. Questionnaires were administered by school 
tutors.
Piloting. To ensure valid responses and a positive reception from young 
people (as suggested by Testa & Coleman, 2006), the consent form, information 
form and questionnaire packs were initially reviewed by a 17 year old known by 
the researcher. Feedback was requested regarding the wording, appearance, 
layout, item content, item sequence, item validity and response formats, and 
documents were revised as applicable. Main changes included adapting some 
instructions and typographical amendments.
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The second phase of piloting involved running an informal focus group 
with eight adolescents from one of the participating schools, comprised of eight 
volunteers from an 'A' level psychology class. Members of the focus group were 
asked to complete the questionnaire pack and to provide feedback about usability 
with regard to wording, appearance, layout, item content, item sequence, item 
validity and response formats. Length of administration was also assessed. This 
process resulted in changing to use the short 13-item version of the SOC Scale 
rather than the original 36-item form, and adapting some wording on the consent 
form and information sheet.
Data collection. Approximately a week before data collection, the 
research project was introduced during a school assembly and Information sheets 
were distributed to students. On the day of data collection, tutors distributed 
questionnaire packs and consent forms. Tutors were provided with instructions 
that specifically advised that upon collection questionnaire packs be sealed in a 
brown envelope in order to maintain anonymity and confidentiality of 
participants. The envelopes remained sealed until collected by the researcher. 
Schools were offered feedback from the researcher upon completion of the study.
Study Design
A cross-sectional correlation study design was deemed most appropriate 
to conduct this study. Each participant completed the same questionnaires at a 
single time point.
Statistical analyses. Pre-data analyses involved checking of raw data 
before data entry, and manually entering data into Excel for data management 
before transferring to SPSS for data analysis. Entered data was manually checked 
for data entry errors through range checks and random double-checking of raw 
data against entered data.
Initial analyses described characteristics of the sample, differences 
between schools, examined scores (attachment, SOC and SWB), and compared 
scores across socio-demographic factors. Examining possible differences in scores
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across demographics enabled identification of the relevant demographic variables 
that further analyses should adjust for. Initial analyses also checked reliability of 
measures used.
Further analyses then included checking of the prerequisite conditions for 
mediation, including examination of correlations between scores. Bootstrapping 
statistical techniques were used to explore SOC as a mediator of the relationship 
between attachment and SWB. Possible moderation effects of attachment anxiety 
and attachment avoidance on these relationships was explored first by splitting 
the sample and then by formal moderated mediation analysis if applicable. 
Further details are described in the Results section.
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Results
Initial Analyses
Response rate. Three schools agreed to participate from a total of thirty 
schools who were invited to participant. One of these schools was unable to 
collect data within the research timescale and therefore could not take part. The 
other two schools agreed to invite all year 12 pupils to participate in the study, a 
total of 490 pupils across both schools. School A was a non-selective state school 
in inner-city London, and school B was a selective grammar school in Greater 
London. See figure 3 for breakdown of response rate by school. It is unclear why 
the response rate in school A was so low, as it was not possible to obtain details of 
how and to which students the questionnaire was administered.
Of the 261 returned questionnaires, 95% were fully completed, with 86% 
fully completed from school A, and 96% fully completed from school B. Of the 14
School B 
max 270 students
Forms returned n=225Forms returned n=36
School A 
max 220 students
Total questionnaires returned 
n=261
Invited schools N=30, each with 120- 
270 pupils aged 16-18 in yr 12 and 13.
2 schools able to participate; Yr 12 only
Excluded from analysis:
Extensively incomplete=l (School A) 
Incorrectly completed=l (School 8)
Questionnaires included in the analysis: 
School A n=35, school B n=224 
Total N = 259
Figure 3. Flow chart to describe response rate leading to final sample size.
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not fully completed, one questionnaire was extensively incomplete, and one 
questionnaire appeared to be completed incorrectly. The remaining twelve not 
fully completed were missing either a few items (which still allowed calculation of 
total scale scores), or responses to one full scale. These 12 participants were 
included in the analyses, resulting in a total sample of 259.
Participant demographics. This section summarises the demographic 
characteristics of the 259 participants, including comparison by school (Table 1). 
Participants ranged in age from 16 to 18, with the majority of participants aged 
16. Just over half of participants were male, and the majority of participants were 
single (88%). Overall, the majority of participants reported living with Both 
Parents (77%) or with Mother Only (17%). For further analyses, groups were 
collapsed into 'Living with Both Parents' and 'Other'. Just over half of the 
participants reported affiliation with a religion. Of these, significant represented 
religions included Christian, Hindu and Muslim. For further analyses groups were 
collapsed into 'Religious' and 'No religion'. About half of participants were White 
and a quarter were Asian. Due to small numbers of Black, Chinese, Mixed and 
other ethnicities, these were collapsed into 'Other'; therefore groups were 
analysed as White, Asian and Other. The current sample had a very ethnically 
diverse composition (51% White, 23% Asian, 26% Other), even compared with 
London (64% White, 14% Asian, 22% Other; Office of National Statistics, 2011), 
which itself has a higher proportion of ethnic minorities than the UK (89% White, 
5% Asian, 6% Other; Office of National Statistics, 2011). Two different measures 
assessed SES; The Family Affluence Scale-ll (FAS-II) and eligibility for free school 
meals (FSM). Overall, the majority of students reported high SES as measured by 
the FAS-II, and were not eligible for free school meals. School B participants 
reported significantly higher SES than school A, in fact with regard to FSM, school 
A has a particularly high level of socio-economic deprivation compared to the 
national FSM average of about 15% (Department for Education, 2011).
Significant differences were found across the schools with regard to 
gender, ethnicity, religion status, romantic relationship status and SES with 
particular notable differences in SES and ethnicity. Full statistical analyses are 
reported in appendix 8. Overall, the two schools provided a wide range in
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participant diversity regarding SES and ethnicity. Further analyses were conducted 
with both samples combined.
Summary of scores; This section summarises attachment, SOC, subjective 
wellbeing and FAS-II scores for the 259 participants included in the analyses (table 
2). Each score showed a normal distribution assessed by visual inspection of 
histograms (see appendix 9), and a symmetrical distribution assessed by checking
Table 1
Participant Demographics
%
School A 
n=34 %
School B 
n=223
Total Sample 
% n=257
Age (Years) 16 79.4 27 73.5 164 74.3 191
17 14.7 5 26.0 58 24.5 63
18 5.9 2 0.4 1 1.2 3
Gender Female 61.8 21 43.5 97 45.9 118
Ethnicity White 29.4 10 54.8 121^ 51.4 131^
Mixed 14.7 5 5.9 13 7.1 18
Asian 29.4 10 22.6 50 23.5 60
Black 5.9 2 7.2 16 7.1 18
Other 20.6 7 9.5 21 11.0 28
Religion None 8.8 3 46.4 103' 41.4 106"
Christian 5.9 2 23.0 51 20.7 53
Muslim 35.3 12 5.4 12 9.4 24
Hindu 41.2 14 14.0 31 17.6 45
Jewish 2.9 1 4.5 10 4.3 11
Buddhist 0.0 0 1.4 3 1.2 3
Other 5.7 2 5.4 12 5.5 14
Relationship Significant Partner 21.2 T 10.3 23 11.7 30"
status
Living Both parents 64.7 22 78.5 175 76.7 197
arrangements
Mother only 23.5 8 16.1 36 17.1 44
Father only 0.0 0 1.8 4 1.6 4
Partner 5.9 2 0.4 1 1.2 3
Independent 2.9 1 0.0 0 0.4 1
Foster care 0.0 0 0.4 1 0.4 1
Split living (with 
both parents 
separately)
2.9 1 1.8 4 1.9 5
SES Low FAS* 23.5 8 0.9 2' 3.9 10"
Medium FAS* 50.0 17 28.8 64 31.6 81
High FAS* 25.7 9 70.3 156 64.5 165
Free School Meals 47.1 16 7.7 17*’ 12.9 33'*
Notes. Scores are displayed with 1 decimal point where appropriate. Two participants overall failed 
to provide any demographic data; n“=33; n‘’=221;n''=222; n^=255; n®=256 due to missing data. 
FAS^=Family Affluence Scale-ll.
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Table 2
Summary o f Scores and Reliability o f measures
N= Range
Min Max
Median Mean SD Cronbach's
alpha
Satisfaction with 
Life
258 5 35 25 23.71 6.33 .84
Positive Affect 257 8 30 23 22.09 3.77 .85
Negative Affect 255 6 27 14 14.19 3.81 .79
Sense of 
Coherence
256 27 91 57 56.41 10.64 .78
Attachment
Anxiety
256 10 46 24 24.93 7.38 .87
Attachment
Avoidance
256 10 46 28 28.66 6.69 .84
Socio-economic
Status
255 0 9 6 6.06 1.82 .44
Notes. Scores are displayed with 2 decimal points, where appropriate.
the means and median (which were very similar). Formal statistical tests of 
Normality were not conducted as these are greatly influenced by sample size. 
Box-plot graphs revealed at least one potential moderate outlier for all of the 
scores except for attachment avoidance. However these were found not to have 
an overly influential effect on the regression models required for the analyses and 
were therefore not removed.
Internal reliability. Cronbach's alphas of .78 or above were obtained for 
all attachment, SOC and subjective wellbeing scores, indicating acceptable or 
good internal reliability (see table 2). Consistent with Boyce et al.'s original (2006) 
study, FAS-II was found to have low Cronbach's alpha scores, a common issue 
with scales comprised of a few items. However, FAS-II has been shown to hold 
good convergent validity when compared with other SES measures, which was 
supported for the current study (see appendix 10). Despite this potential threat to 
the reliability, for the purposes of this study the FAS-II provides the best indicator 
of SES as reported by adolescents.
Attachment. Participants had slightly lower scores of attachment anxiety 
and attachment avoidance as compared with Wilkinson's (2011) original study
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with a comparable sample of adolescents (attachment anxiety M=26.51, SD=7.35; 
attachment avoidance M=27.35, SD=6.94).
Subjective welibeing. Participants reported experiencing more positive 
affect than negative affect, with similar scores to Diener et al/s  (2010) original 
study (positive affect mean=22.05, SD=3.73; negative affect mean=15.36, 
SD=3.95). Participants reported average SWL scores with overall slight positive 
satisfaction with life, with similar scores to the only other available study with 
adolescents (mean=23.64, SD=12.22), an Australian study by Palmer et a!., (2002).
Sense o f coherence: Participants had slightly weaker SOC than other age 
comparable studies. For example, a Finnish study (Honkinen et a!., 2009) found 
mean scores of 63.0 to 63.3 (SD=11.2 to 12.0) for 15 and 18 year olds respectively 
on the 13-item SOC scale.
Famiiy Affluence Scaie-ll: Participants reported higher mean FAS-II scores 
as compared with Boyce et al/s  original (2006) study (mean=5.3 for English 
participants).
Analyses of scores by demographic factors. In order to identify which 
socio-demographic variables should be used as covariates in further analyses, 
scores were compared across socio-demographic groups (table 3). Significant 
differences were found in scores across age, gender, SES and living arrangement, 
but not by ethnicity, religion status or relationship status. Full statistical analyses 
are provided in appendix 11.
Participants aged 16, female, living with both parents and having high SES 
consistently reported higher SWL (as compared with being male, over age 16 and 
low/medium in SES, respectively). However in contrast to females reporting 
higher SWL, they also reported higher negative affect and high attachment 
avoidance than males. Additionally results found a small yet consistent positive 
relationship between high SES and desirable measures of SWB (positive affect and 
SWL), SOC and attachment avoidance. Interestingly, no relationship was found 
between attachment anxiety and any demographic factors or SES. The overall 
potential for type 1 error in this analysis was increased due to the use of multiple 
significance tests. However, because these were mainly conducted to identify 
potential confounders for the main mediation analysis, corrections (such as
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Bonferroni) for multiple testing in order to obtain more conservative results were 
not considered necessary.
These results suggest that age, gender and SES need to be adjusted for 
when examining the relationship between attachment, SOC and SWB. Therefore, 
further analyses adjusted for demographic factors using dichotomous 
categorisation of age, and scale FAS-II scores as a measure of SES. Living 
arrangement was not adjusted in further analyses as the collapsed category of 
'not living with both parents' contained a diversity of living arrangements which 
could have potentially different relationships with the study variables.
Mediation Analyses
This section explores SOC as a mediator of the relationship between 
attachment and SWB, and then examines if this relationship differs across levels 
of attachment anxiety or attachment avoidance. Bootstrapping mediation analysis 
is first explained, correlational relationships between study variables are then 
examined and assumptions of mediation analyses are checked, before conducting 
the mediation and moderated mediation analyses.
Bootstrapping techniques. In exploring mediation, it has been common 
practice to employ the Causal-Steps method (Baron & Kenny, 1986; updated by 
Kenny et al., 1998). This method determines mediation by establishing several 
predictive relationships between the independent variable, the dependent 
variable and the mediator, which in this study are attachment, SWB and SOC, 
respectively. The different relationships between these variables are referred to 
as the a, b, c and c' paths (See figures 4 and 5). To establish mediation, the causal 
steps method requires 1) a significant predictive relationship for the total effect of 
attachment on SWB (path c), that 2) attachment predicts SOC (path a) and that 3) 
SOC predicts SWB whilst controlling for the effect of attachment (path b). 
Additionally, 4) attachment should not predict SWB when controlling for SOC 
(path c').
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Attachment
(IV)
Subjective
Wellbeing
(DV)
Figure 4. Illustration o f the total effect pathway.
Attachment
(IV)
Sense of 
Coherence 
(M)
Subjective
Wellbeing
(DV)
Figure 5. Illustration o f the pathways in predictive relationship with mediation.
Establishing mediation simply using the causal-steps method has been 
criticised for not directly exploring the indirect effect (e.g. Preacher & FI ayes, 
2004). Subsequently the Sobel Test was developed (Sobel, 1982) which 
determines the significance of the Indirect effect of the mediator by testing the 
hypothesis of no difference between the total effect (path c) and the direct effect 
(path c'). The indirect effect of the mediator is the product of path a and b which 
is equivalent to path c minus c'. A limitation of this method is the assumption that 
the indirect effects are normally distributed, which is unlikely except in extremely 
large samples (Wilcox, 1998). The non-parametric Bootstrapping method has 
been suggested as an alternative that overcomes this limitation (Hayes, 2009). 
The Bootstrapping method makes no assumptions about the indirect effect being 
normally distributed through its use of developing 95% confidence intervals of the 
likelihood of the indirect effect to be zero. This is through repeatedly sampling 
from the data (typically 5000 times) and using cut-offs for the highest and lowest 
2.5% scores from the distribution. An additional advantage of conducting 
bootstrapping analysis using the macro developed by Hayes (2012; PROCESS 
macro) is that it can incorporate covariates.
Correlational analyses. Pearson's correlation coefficients were calculated 
to examine the relationship between each of the study measures, particularly
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Table 4
Correlation matrix displaying unadjusted and adjusted Person's correlation 
coefficients between scores
1 2 3 4 5 6
1 Attachment Anxiety - .353 -.435 -345 .476 -.685
2 Attachment Avoidance .383'' - -.325 -.315 .281 -.327
3 Satisfaction with Life -.424*’ -.341'’ - .603 -.550 .627
4 Positive Affect -.364 -.335 .640“ - -.555 .508
5 Negative Affect .500 .323 -.527“ -.550“ - -.673
6 Sense of Coherence -.677" -.361“ .610*' .512 -.661 -
Notes. Unadjusted inter-correlations are presented below the diagonal (n=256), and inter­
correlations adjusted for age, gender and FAS are presented above the diagonal (n=248). All p<.001
(2-tailed). n“=257, n^=258.
with regard to paths a, b and c. As earlier analyses had found relationships 
between measured variables and demographic variables of age, gender and SES 
(as measured using FAS-II), analyses were conducted unadjusted for any 
covariates, and then repeated adjusting for covariates of age, gender and SES.
Results indicated that all correlations were significantly different from 
zero indicating significant relationships for paths a, b and c for both adjusted and 
unadjusted analyses (shown below and above the diagonal in table 4). As 
expected, attachment anxiety and attachment avoidance were negatively 
correlated with SOC, positive affect and SWL, and positively correlated with 
negative affect. The strength of these correlations was higher for attachment 
anxiety than attachment avoidance. Correlations tended to be slightly lower for 
adjusted compared with unadjusted correlations. All of these effects ranged from 
medium to large effect sizes (based on Cohen, 1992).
As later moderated mediation analyses explores the relationships 
between these variables for four different sub-samples (high and low attachment 
anxiety and high and low attachment avoidance), correlation matrices were also 
calculated for each subgroup. A mostly similar pattern of results was found 
(presented in appendix 12).
Checking of assumptions. The Bootstrapping method requires that the 
ordinary assumptions of regression modelling are met for paths a, b and c, apart 
from the assumption for collinearity and homogeneity of variance (Preacher & 
Hayes, 2008). The latter two exceptions are because collinearity is to be expected 
in a mediation analysis and homogeneity of variances is not needed as the
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bootstrapping method does not use standard errors. Therefore, use of the 
bootstrapping method requires that residual errors should be normally 
distributed, variables should show a linear relationship, and that there should be 
no overly influential cases. Respectively, residual error-plots (appendix 13) 
showed normal distribution, scatter-plots showed linearity (appendix 14) and 
Cooks Distance tests were all less than 1. Observation of scatter-plot graphs did 
not suggest any non-linearity between scores. In conclusion, the assumptions of 
the regression models and therefore the bootstrapping method were 
satisfactorily met.
Mediation Analyses. Bootstrapping analyses using the INDIRECT macros 
described in Preacher and Hayes (2008) were conducted separately for 
attachment anxiety and attachment avoidance as independent variables with 
each SWB measure as dependent variables, with SOC as a potential mediator. 
Because of the associations found earlier, the analysis was conducted with and 
without age, gender and SES included as covariates. Bias accelerated bootstrap 
confidence intervals were used rather than percentile confidence intervals despite 
bias accelerated bootstrapping being shown to have higher rates of type-1 errors 
for samples such as this (Fritz et al., 2012). A type-1 error was considered 
preferable at this stage of this little-researched area.
For attachment anxiety (table 5) and attachment avoidance (table 6), 
results indicated a significant total effect of attachment predicting SWB (path c).
Table 5
Results o f médiation analyses with attachment anxiety as the independent variable In 
N=255 participants (2dp)
IV M DV CV Effect of 
IV on M 
(a)
Effect of 
M on 
DV(b)
Direct
effect
(C)
Indirect effect 
(a X b) 95% Cl
Total
effect
(c)
Anxiety SOC PA None -.97 *** .1 8 *** -.01 -.18 -.2 4 ,- .l l - .1 9 ***
Adjusted* -.95 *** .1 8 *** <.01 -.17 -.2 3 ,- .ll - .1 7 ***
NA None -.22 *** .04 .21 .15,.28 .2 6 ***
Adjusted* -.95 *** . .2 4 *** .02 .23 .18,.29 .2 4 ***
SWL Nonef -.96 *** .3 6 *** -.02 -.35 -.45,-.25 -.3 6 ***
Adjusted ^ 9 4*** .35 *** -.02 -.33 -.43, -.25 -.3 5 ***
Notes. Cl= Confidence Interval, displayed with lower and upper bound. V=lndependent variable.
M=mediating variable, DV=Dependent variable, CV=Covariates, PA=Positive Affect, NA=Negative Affect; 
n“=253, n‘’=257;***p<.001.
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Table 6
Results o f mediation analyses with attachment avoidance as the independent variable in 
N=255 participants
IV M DV CV Effect of 
IV on M
(a)
Effect of 
M on 
DV (b)
Direct
effect
(c'j
Indirect effect 
(a X b) 95% Cl
Total
effect
(c)
Avoidance SOC PA None -.58 *** .1 6 *** -.10** -.09 -.14, -.06 -.19 ***
Adjusted® -.51 *** .1 6 *** -.09** -.08 -.13, -.05 -.17 ***
NA None -.58 *** - .23 *** .05 .13 .09, .19 .1 8 ***
Adjusted® -.51 *** ..2 4 *** .04 .12 .07, .18 .1 6 ***
SWL None'’ - .57 *** .3 4 *** -.13* -.19 -.27,-.13 -.3 2 ***
Adjusted -.50 *** .3 3 *** -.13** -.17 -.25, -.10 -.3 0 ***
Notes. CI=Confidence Interval, displayed with lower and upper bound, IV=lndependent variable, M=mediating 
variable, DV=Dependent variable, CV=Covariates, SOC=Sense of coherence, PA= Positive Affect, NA=Negative
Affect; n“=253, n^=257; ***p<.001, **p<.01, *p<.05.
attachment predicting SOC (path a), and SOC predicting SWB (path b), confirming 
results from the correlation matrix for paths a, b and c (table 4). For all mediation 
analyses, Bootstrap confidence intervals did not encompass zero between the 
lower and upper bound, indicating that the true indirect effect is unlikely to be 
zero. All of these effects ranged from small to medium in effect size (based on 
Cohen, 1992). These results support SOC as a mediator of the relationship 
between attachment and SWB, for both attachment anxiety and attachment 
avoidance and for each SWB measure.
The strongest mediation effect was observed for attachment predicting 
SWL, followed by negative affect, and then positive effect. This pattern of results 
was observed for both attachment anxiety and attachment avoidance, although 
the effect was consistently weaker for attachment avoidance as compared with 
attachment anxiety (for which path c' was close to zero^). Despite significant 
mediation, for attachment avoidance as a predictor, the direct effects (path c') 
remained significant for positive affect and SWL suggesting that SOC only partially 
mediated these relationships. Effects tended to be similar but slightly lower for 
adjusted mediation analyses than unadjusted for age, gender and SES.
In summary, results showed that attachment was a significant predictor of 
all SWB measures and that this association was mediated by SOC. This effect was
 ^W ith greater deviation from zero indicating more of a partial role as mediator (Preacher 
& Kelley, 2011).
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stronger for attachment anxiety than attachment avoidance. This effect was also 
greatest for the prediction of SWL. These relationships were all maintained after 
adjusting for age, gender and SES.
Moderated mediation analyses. Further analyses were conducted to test for a 
possible moderating effect of 1) attachment avoidance on attachment anxiety 
predicting SWB with SOC as a mediator, and 2) attachment anxiety on attachment 
avoidance predicting SWB with SOC as a mediator.
Split-group analyses. Initial examination involved splitting the sample 
(based on the median) into those with low or high attachment avoidance, and low 
or high attachment anxiety (as conducted by Barnhofer & Chittka, 2010), and 
conducting Bootstrapping mediation analyses for each subgroup separately. 
Analyses were run adjusting for demographics of age, gender and SES as 
covariates.
SOC was found to mediate the relationship between attachment anxiety 
and SWB in both low and high attachment avoidance groups (table 7), suggesting 
that attachment avoidance does not moderate this relationship. The relationship 
between attachment avoidance and SWB was mediated by SOC for the low, but 
not the high, attachment anxiety subsample (table 8), suggesting that the 
relationship between attachment avoidance and SWB as mediated by SOC, is 
moderated by attachment anxiety.
Table 7
Bootstrapping to explore the mediated relationship between attachment anxiety and 
SWB across high and low attachment avoidance subsamples (n=132)
IV M DV Avoidance
Subgroup
Effect of 
IV on M 
(a)
Effect of 
M on 
DV(b)
Direct
effect
(c'j
Indirect effect 
(a X 95% Cl 
b)
Total
effect
(c)
Anxiety SOC PA Low® -1 .06*** .1 6 *** .02 -.17 -.26, -.09 -.1 5 ***
High*’ -.78 *** .1 8 *** .02 -.14 -.23, -.07 -.13 **
NA Low® -1.06 *** -.2 1 *** -.02 .22 .16, .29 .2 0 ***
High*’ -.78 *** -.26 *** .03 .20 .14, .29 .2 4 ***
SWL Low -1 .05*** .2 9 *** -.03 -.30 -.44, -.20 - .3 3 ***
High*’ -.78 *** .4 0 *** <.01 -.31 -.45, -.21 - .3 1 ***
Notes. CI=Confidence Interval, displayed with lower and upper bound, IV=lndependent variable, 
M=mediating variable, DV=Dependent variable, n®=130, n*'=123 due to missing data; ***p<.001, **p<.01, 
*p<.05
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Table 8
Bootstrapping to explore the mediated relationship between attachment avoidance 
and SWB across high and low attachment anxiety subsamples(n=135
IV M DV Anxiety
Subgroup
Effect 
of IV 
on M 
(a)
Effect 
of M 
on DV 
(b)
Direct
effect
(c'j
Indirect effect 
(a X b) 95% Cl
Total
effect
(c)
Avoidance Soc PA Low® -.46 *** .12 *** - 11** -.05 -.11, -.02 -.1 6 ***
High*’ -.07 .1 8 *** -.07 -.01 -.06, .03 -.08
NA Low® -.4 6 *** -.23 *** <-.01 .11 .06, .20 .11*
High*’ -.07 -.2 5 *** .08 .02 -.04, .08 .09
SWL Low -.45 *** .2 8 *** -.16* -.13 -.26, -.06 -.2 8 ***
High" -.06 .3 7 *** -.13 -.02 -.11, .06 -.15
Notes. CI=Confidence Interval, displayed with lower and upper bound, IV=Independent variable, 
M=mediating variable, DV=Dependent variable, n®=134, n’’=119, n'^=120 due to missing data; ***p<.001, 
**p<.01, *p<.05
Formal moderated mediation analyses. As the previous analyses 
suggested that the attachment avoidance relationship is moderated by 
attachment anxiety, a formal examination of this moderating effect was
conducted following the approach described in Preacher et al. (2007). The
mediating effects of SOC for the relationship between attachment avoidance and 
SWB were compared for both high and low groups of attachment anxiety, whilst 
adjusting for age, gender and SES, for each measure of SWB. These analyses were 
conducted using the updated version of the MODMED macro (called PROCESS; 
Hayes, 2012), which allows for moderation of attachment related to SOC (path a) 
and SOC related to SWB (path b) in the same model (MODEL 58, equivalent to 
MODEL 5 in Preacher et al., 2007). Separate models using 5000 bootstrap 
resamples were run for attachment anxiety as a binary moderator of the path 
from attachment anxiety to SOC (path a) and the path from SOC to SWB (path b), 
for each measure of SWB.
Results displayed in table 9, show that the model including attachment 
anxiety as a moderator of the path between attachment avoidance to SOC (path 
a) and in the path between SOC and SWB (path b), showed significant mediation 
in the low anxiety group but not in the high anxiety group. Moderation of the 
relationship between attachment avoidance and SOC (path a) was significant,
whereas moderation between SOC and SWB (path b) was not significant. This
pattern of results was found for positive affect, negative affect and SWL as
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Table 9
Bootstrapping to test attachment anxiety as a moderator o f the relationship between 
attachment avoidance and SWB as mediated by SOC (n=255)
IV DV Moderation 
of path a
Moderation 
of path b
Indirect effect 
LOW ANXIETY
Indirect effect 
HIGH ANXIETY
Coeffie
dent
P Coeffi P 
ecient
(axb) 95%
Cl
(a X b) 95%
Cl
Attachment
Avoidance
PA .369 .022 .069 .135 -.051 -.101,
-.018
-.015 -.060,
.022
NA® .369 .022 -.034 .425 .096 .046,
.171
.020 -.031,
.082
SWL® .377 .020 .061 .379 -.131 -.243,
-.058
-.024 -.105,
.052
Notes. lV=lndependent variable, DV=Dependent variable. PA=Positive Affect, NA=Negative Affect,
SWL=Satisfaction with Life; n®=253, due to missing data.
dependent variables. These results suggest that attachment anxiety exerts an 
influence on attachment avoidance predicting SOC, but not on SOC predicting 
SWB. At present there is no published test of whether the indirect effects vary 
significantly by the moderator, although a journal article describing such a test will 
be available shortly (A. Hayes, personnel communication, 8 November 2012). If 
the 95% confidence intervals in the two strata do not overlap this is sufficient to 
establish moderated mediation. However, lack of separation does not necessarily 
imply lack of moderation (A. Hayes, personal communication, 8 November 2012). 
Table 9 shows that the confidence intervals in the two strata do overlap leading to 
inconclusive results until the forthcoming test is available.
In order to further inform the findings relating to the possible effect of 
attachment anxiety on the relationship between attachment avoidance and SOC 
the correlation coefficients of the split group analysis (appendix 12) were 
examined. The correlation coefficients between attachment avoidance and SOC 
revealed a significant negative correlation (r=-.351., P<0.001) in those with lower 
anxiety scores but no significant correlation (r=-.098, P=0.284) was found in those 
with higher attachment anxiety scores.
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Discussion
Findings
In order to increase the understanding of the role of Sense of Coherence 
as a mechanism through which attachment influences subjective wellbeing in late 
adolescence, this study aimed to test three hypotheses, whilst considering the 
potential impact of other participant demographic variables.
Relationship between attachment and SWB as mediated by SOC. Firstly, 
the study aimed to test the hypothesis that higher attachment avoidance and 
anxiety scores are related to lower subjective wellbeing (satisfaction with life, 
positive affect and negative affect) mediated through a lower SOC in late 
adolescents. Results from the mediation analyses supported this hypothesis and 
found that attachment anxiety and attachment avoidance independently 
predicted all measures of SWB, mediated by sense of coherence. The strongest 
mediation effect was observed for attachment predicting SWL, followed by 
negative affect, and then positive affect. All effects were consistently stronger for 
attachment anxiety as compared with attachment avoidance. Results were 
sustained when adjusting for age, gender and SES. The consistent relationship 
between attachment and SWB also lends support to theories advocating secure 
attachment as a foundation for positive wellbeing (Lopez, 2009; Mikulincer & 
Shaver, 2005).
Secondly, the study aimed to test the hypothesis that the relationship 
between attachment avoidance, SOC and SWB differs across level of attachment 
anxiety, with low anxiety being associated with a reduced relationship between 
attachment avoidance and SOC and thus SWB. Results from further analyses 
examining moderated mediation partly supported this hypothesis in that the 
mediation effect between attachment avoidance and SWB is largely dependent on 
an adolescent's level of attachment anxiety, however findings were not 
conclusive. Furthermore, the direction of the moderating effect observed was 
opposite to that hypothesised. In adolescents with lower scores for attachment 
anxiety the relationship between attachment avoidance and SWB was mediated
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by SOC. However, in those with higher scores for attachment anxiety SOC did not 
mediate the relationship between attachment avoidance and SWB. This suggests 
that when adolescents have higher levels of attachment anxiety the presence of 
attachment avoidance makes little difference to their SOC. The association 
between attachment avoidance and SOC only comes into play in the absence of 
attachment anxiety. In an individual reporting high attachment anxiety and high 
attachment avoidance, hyper-activating and deactivating strategies appear to be 
somewhat incompatible with each other, as described by Mikulincer and Shaver 
(2003) who present an adapted integrative model of the activation and dynamics 
of the attachment system. When distressed, an individual's tendency for utilising 
hyper-activating strategies might 'over-ride' deactivating strategies so that the 
relationship between attachment, SOC and SWB is formed by the thoughts and 
behaviours directly related to attachment anxiety, which as described earlier is 
clearly associated with weak SOC development. Whereas individuals with high 
attachment avoidance and low attachment anxiety are likely to utilise only 
deactivating strategies, which in fact appear to be more closely related to 
development of a weak SOC, suggesting that deactivating strategies are less 
adaptive than hypothesised. This relationship between attachment anxiety and 
avoidance is consistent with Bowlby's (1988) original assertion that across the 
lifespan when individuals are experiencing attachment related threats, they are 
most likely to experience the primary urge to seek attachment proximity and that 
attachment avoidance is characterised by strategies which attempt to deactivate 
this attachment system (as also described by Mikulincer & Shaver, 2003).
Thirdly, the study aimed to test the hypothesis that the relationship 
between attachment anxiety, SOC and SWB might differ across level of 
attachment avoidance. Results from further analyses did not support this non- 
directional hypothesis, suggesting that the relationship between high attachment 
anxiety leads to development of weak SOC and thus low SWB regardless of 
attachment avoidance level.
In summary, results support the original hypothesis that SOC mediates the 
relationship between attachment anxiety and SWB (figure 6). The hypotheses 
regarding moderating effects of attachment anxiety and attachment avoidance 
found partial support in that attachment anxiety appeared to have a moderating 
effect on the relationship between attachment avoidance and SOC (path a) but
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not the relationship between SOC and SWB (path b) however the effects were In a 
different direction to that hypothesised (figure 7). Attachment avoidance was not 
found to have a moderating effect of the relationship between attachment 
anxiety, SOC and SWB.
These findings were partly consistent with the only other available peer- 
reviewed study exploring attachment predicting wellbeing as mediated by SOC 
(Staniforth & Wilkinson, 2007), although unfortunately actual effect size cannot 
be compared across our studies due to the complexity in reporting effect sizes 
(Preacher & Kelley, 2011) and the different measures used. Staniforth and 
Wilkinson (2007) also found that SOC partially mediated the relationship between 
attachment anxiety and wellbeing, however they found no relationship between 
attachment avoidance and wellbeing. This difference between our studies might 
be due to differences in the measures or statistical methods used, or sample
SWB
Sense of 
Coherence
Attachment
anxiety
Figure 6. Revised mediation modei fo r attachment anxiety predicting SWB.
SWB
Sense of 
coherence
Attachment
avoidance
Attachment
anxiety
Figure 7. Revised moderated mediation model fo r attachment avoidance 
predicting SWB.
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differences (Staniforth and Wilkinson's sample may have had a higher level of 
attachment anxiety). It is possible that the current study had greater sample 
variability than Staniforth and Wilkinson's (2007) study, which would have given 
more power to detect an effect. Although Bias corrected bootstrapping was used 
in the current study and the positive effect of attachment avoidance may be an 
artefact of a type-1 error (Fritz et al., 2012). Results might also reflect an actual 
difference in the mechanisms between the samples, in that perhaps due to the 
nature of the transitional stresses of adolescence, SOC is more integral to the 
relationship between attachment and SWB in late adolescence rather than in 
adults.
Impact of socio-demographic variables. This study also aimed to consider 
the impact of socio-demographic variables (SES, ethnicity, age, religion, living 
arrangements, gender, relationship status) on the relationship between 
attachment, sense of coherence and SWB. A key finding was that being female, of 
younger age (16 rather than 17 or 18), living with both parents and having high 
SES tended to be associated with more desirable scores in SWB, SOC and 
attachment avoidance. Interestingly, there was no association between 
attachment anxiety and any socio-demographic factors, suggesting that the issue 
of attachment anxiety is relevant across socio-economic and demographic groups. 
It appears that the relationships between demographic variables, SES, 
attachment, SOC and SWB is multi-faceted and likely to be mediated by a variety 
of psycho-social factors, and although some significant relationships were 
observed, results of adjusted analyses were maintained with a slightly reduced 
effect size.
Essentially this study found that attachment anxiety plays a significantly 
predominant role in the relationship between attachment and SWB, as mediated 
by sense of coherence. Elements of this relationship are likely to interact with age, 
gender and SES.
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Strengths, Limitations and Implications for Further Research
It is necessary to evaluate the strengths and weaknesses of the study so 
that the issues relevant to generalisability, applicability and further research can 
be considered. This study was a cross-sectional questionnaire study with a school- 
based sample of adolescents with the aim of further exploring the relationship 
between attachment, SWB and SOC. This highlights potential limitations 
pertaining to sample, measurement issues, causality and confounding factors.
Participant Sample was comprised of a non-clinical, community sample of 
adolescents attending year 12 at two London schools who agreed to participate in 
this study; the sample was particularly diverse regarding ethnicity and SES. 
Furthermore, 86% of the sample was from one academically strong, selective 
grammar school with a high mean SES. It is possible that these participants are 
from families where education is valued and children are supported to achieve, 
which may correlate with a generally supportive family environment; indeed a 
negative relationship was found between attachment avoidance and SES which 
could be related to greater emotional, practical and/or academic support from 
family with high SES.
Participants for the current study were recruited from mainstream 
schools at an age when higher education is currently optional; only 91% of 16 year 
olds in London remain in higher education (Department for Education, 2011), 
suggesting that these findings cannot necessarily be generalised to non-school 
attending 16 to 18 year olds, or those attending a special educational needs 
school. It is important to note that the response rates indicate that certain 
students did not take part in the study, perhaps through choice or absence. It is 
possible that students absent from school were those with additional 
mental/physical health or social difficulties preventing school attendance, 
suggesting that the study selection might be biased towards adolescents with 
higher wellbeing, although this is not reflected in the average scores of SWB.
As most studies in this field have been conducted on either clinical 
groups, undergraduate university students and/or American or Scandinavian 
countries, this current study is valuable in that it the first known study to explore 
attachment, SOC and SWB in a group of school attending UK older adolescents
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with a range of SES and ethnicity. In fact, although unintended, the current 
sample also had a very ethnically diverse composition with a particularly large 
representation of Asian adolescents, compared with London and the UK. This 
might indicate that a large proportion of the sample were second generation 
immigrants, a group which although heterogeneous, also have unique cultural 
issues which may impact on the relationship between attachment, SOC and SWB.
The high level of ethnic diversity may limit attempts to generalise findings 
to a wider population. However, no difference was found in scores across ethnic 
groups and participants had average levels of attachment anxiety, attachment 
avoidance and subjective wellbeing, and only slightly lower SOC compared to 
previous adolescent studies. Thus overall indicating that in terms of attachment 
and SWB this sample is reasonably representative of a wider pool of adolescents.
Further studies should attempt to recruit a more representative sample of 
adolescents. This area of study is also likely to be relevant to clinical adolescent 
populations, especially as adolescents diagnosed with mental health problems are 
more likely to have an insecure attachment style (e.g. Colonnesi et al., 2011) and 
weaker SOC (e.g. Blom et a!., 2010), than a non-clinical sample of adolescents. The 
study also highlighted the complex relationships between attachment, SOC, SWB 
and socio-demographic variables of age, gender and SES, which merits further 
investigation.
Measurement issues. All measures used were self-report questionnaires 
completed by the participants individually, and were therefore subject to 
reporting biases such as social desirability, a particularly relevant issue during 
adolescence but hopefully minimised by anonymity of responding. State- 
dependent recall bias may also have affected recall regarding evaluation of SWB, 
SOC or attachment, especially when fears and defences are present (Brennan et 
a!., 1998). Furthermore, it can be argued that responses require participants to 
make a conscious evaluative judgment on what are likely to be unconscious 
processes, especially those related to attachment. These issues are discussed with 
regard to the key variable measures.
Attachment. Key issues relating to the use of the ECR-R-GSF include issues 
of defensive suppression, attachment focus and conceptualisation.
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Defensive suppression. Responses might be consciously or unconsciously 
modified, especially in that adolescents high in attachment avoidance are likely to 
under-report their attachment anxiety, therefore individuals with fearful or 
ambivalent attachment styles might be incorrectly presenting as dismissing. This 
suggests that attachment anxiety might play a larger role in the relationship 
between attachment, SOC and SWB than results indicate, and that attachment 
avoidance is even less dominant in this relationship.
Focus o f attachment. A measure attempting to assess global attachment 
IWM was chosen as in the absence of any known predictive studies it was judged 
to be the IWM most likely to influence the interactions and thoughts regarding 
new relationships. However, adolescents are likely to hold heterogeneous IWM 
towards different people, therefore it is possible that a global attachment 
measure did not adequately assess adolescents' predominant currently expressed 
IWM. Furthermore, as adolescents completed the questionnaire in a school 
environment, it is possible that they drew upon thoughts, beliefs and feelings 
most related to that school setting, therefore measurement error may have 
resulted in attachment measuring peer relationships more than general 
relationships. Despite these potential limitations, this was still judged to be the 
most appropriate available measure for the purposes of the study as detailed in 
the Introduction, Materials section.
Two-dimensionai modei. Although the current study assessed attachment 
on the well-regarded and psychometrically sound dimensions of anxiety and 
avoidance, it does not directly assess level of secure attachment, although 
consideration of this was attempted through the investigation into moderated 
mediation. Furthermore, as attachment style and associated behaviour 
(deactivating and hyper-activating strategies) are triggered in situations of 
attachment-related threat, self report measures can fail to tap into the thoughts 
and feelings associated with the actual moments of attachment related distress. 
Future developments might lead to a better measure, perhaps based on the 
alternative two-factor structure of attachment of security and strategy.
Subjective Wellbeing. Issues relating to the use of the tripartite model 
and specific measures are discussed. Cognitive evaluations of wellbeing can be 
informed by the immediate situation (Long et ai., 2012) and domain wellbeing, 
thus adolescents' responses may be weighted on evaluation of school wellbeing
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rather than other dimensions of wellbeing. This might threaten a global 
evaluation of SWB, although these effects have been shown to be small in survey 
situations (Eid & Deiner, 2004). A key strength of the study is that for the first 
time, all three components of SWB were measured in relation to attachment.
Sense o f Coherence. Studies of SOC in adolescence have tended to be 
conducted in Europe (particularly Scandinavia), America and Israel, but none have 
used a UK sample; therefore there may be limitations in generalising findings from 
the literature review to inform the current study. However good internal and 
external reliability supports the use of the construct and measures of SOC in UK 
adolescents.
Furthermore this study used some new measures which had not yet been 
well validated with UK adolescents, yet good internal and external reliability was 
found, supporting the use of the ECR-R-GSF, SPANE and 13-item SOC. The FAS-II 
however had poor internal reliability, likely due to being comprised of only four 
items, although a significant relationship with the FSM measure of SES (appendix 
10) found convergent validity, supporting its use in the absence of alternative 
acceptable measures.
It is recommended that further studies utilise these current measures, 
especially until psychometric properties of the FAS-II are improved, alternative 
methods to assess SOC are developed, and measures better reflecting the 
underlying constructs of adolescent attachment are further explored. 
Furthermore, regarding potential under-reporting of attachment anxiety by 
individuals high in attachment avoidance, future studies would be strengthened 
by employing additional physiological or behavioural measures in order to assess 
unconscious aspects of IWM.
Causality. This study attempted to understand the relationship between 
attachment, SOC and SWB with particular regard to investigating a hypothesised 
causal relationship, such that attachment predicts SOC, which in turn predicts 
adolescent SWB. As hypothesised in the Introduction, it can be conceptualised 
that attachment style, with its relational focus, develops from very early in 
infancy. SOC development requires a degree of cognitive maturity. As the 
infant/child/adolescent develops, their attachment experiences influence how the 
world in a broader sense can be understood and managed (as measured by SOC in
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this study). An adolescent's experience of how comprehensible, meaningful and 
manageable the world is then influences their well-being (as measured by SWB in 
this study). Therefore, the powerful regression-based statistical techniques of 
bootstrapping were employed to examine the above predictive relationships. The 
results were consistent with such a causal relationship.
Despite the theoretical arguments for the predominant direction of 
influence assumed for this study, causal inferences are limited due to the use of a 
cross-sectional design. Another complicating issue is that as with most studies 
exploring variables which are psychological constructs (rather than discrete 
events), these tend to occur as processes and typically interact with each other. 
Thus the relationships between the study variables are likely to be, to a degree, 
fluid. This suggests that, although this study hypothesised a predominant 
direction of influence for attachment, SOC and SWB, the stability and mutually 
enhancing effects of attachment and SOC mean that the true relationship is likely 
to be reciprocal and more complicated than the current study's scope of focus.
Therefore, although the predominant directions of influence assumed for 
this study can be argued conceptually and are supported by the statistical results 
obtained, in order to make robust conclusions regarding the causality of 
attachment predicting SOC and SWB, future studies should attempt to employ 
longitudinal or experimental designs (e.g. Mikulincer et o/., 2005).
Confounding factors. The development of and relationship between 
attachment, SOC and SWB, is affected by a multitude of bio-psycho-social factors, 
life events and environmental factors, and their complex inter-relationships. One 
issue in attempting to understand the relationship between attachment and SWB 
in late adolescence, is that the current study explored the mediating role of SOC 
but did not measure any other potential mediators, such as emotion regulation, 
coping skills, autonomy, trauma and cognitive ability. Therefore, further 
mediation studies would benefit from including multiple mediators to explore this 
relationship; however a systematic literature review would be important in first 
developing a clearer picture of the potential mechanisms of the relationship 
between attachment and wellbeing, and highlighting further areas of research.
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Discriminate Validity between Attachment and SOC. The issue of 
construct relatedness has been discussed in the Introduction and a case made for 
these as related yet distinct constructs for the purposes of this study, evidenced 
by the exploratory Factor Analysis indicting that attachment and SOC load on 
different latent factors (presented in appendix 1). The observation that these 
constructs may have an underlying shared element might warrant further 
investigation through a Confirmatory Factor Analysis study if there are further 
concerns about discriminate validity.
Essentially, this study has added to our understanding of the relationship 
between attachment and SWB in late adolescence by considering SOC as a 
potential mechanism. Results suggest that adolescent SWB appears to be 
predicted by attachment style through the mechanism of SOC, particularly 
through the relationship between attachment anxiety and SOC. Potential 
applications of the findings are now discussed whilst considering strengths and 
limitations of the study.
Applications for Clinical Psychology
This study has attempted to increase our understanding the mechanisms 
of the relationship between attachment and SWB across the life span and 
specifically in adolescents, so that suitable interventions to enhance adolescent 
wellbeing might be developed. Therefore, in addition to Clinical Psychologists 
taking a lead in further research described earlier. Clinical Psychologists might 
apply these findings to practice. However, clinical applications must be tentative 
until studies have further explored the relationship between attachment, SOC and 
SWB in representative, clinical and non-clinical UK adolescent samples.
As this study found that regardless of attachment style, stronger SOC was 
associated with higher levels of SWB, Clinical Psychologists working in community 
settings might improve the wellbeing of specific communities through 
interventions specifically directed at enhancing SOC, perhaps in education 
establishments (such as Mayer & Boness, 2011) or liaison with community groups 
(such as Nagayama-Hall, 2005). An alternative approach might be to facilitate
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development of a young people's community group which might be based on 
storytelling or music-making to develop their SOC and ultimately SWB. A Canadian 
project such as this (Nelson et al., 2012) has found good outcomes including 
increased SOC.
These findings might also be applied to working with a clinical population 
of adolescents. Adolescents diagnosed with mental health problems are more 
likely to have insecure attachment style (e.g. Colonnesi et a!., 2011) and weaker 
SOC (e.g. Blom et a!., 2010), than a non-clinical sample of adolescents. The 
findings that attachment anxiety appears to play a significant role in an 
adolescents' SWB highlights the importance of assessing attachment style with 
regard to the strategies that an individual tends to use for managing attachment 
insecurity. A two dimensional measure of attachment anxiety and avoidance such 
as the ECR-R-GF would also allow identification of an individual's tendency to view 
themselves and others as positive or negative. This suggests that when 
adolescents access mental health treatment settings, use of a measure such as 
the ECR-R-GF could inform the clinician's formulation. For example, adolescents 
with a tendency towards high attachment anxiety would be likely to benefit from 
interventions which increase attachment security with regard to increasing a 
positive view of self and strengthening SOC, whereas adolescents with a tendency 
towards high attachment avoidance rather than anxiety would be likely to benefit 
from interventions which reduce attachment avoidance by increasing their 
confidence in others ability to provide support. This framework for 
conceptualising the relationship between attachment and SWB can inform a 
clinician's formulation and thus intervention focus. Furthermore the position 
taken in this study is that current attachment style is indicative of earlier 
attachment style, therefore interventions which attempt to enhance adolescents' 
attachment security might be applicable at any stage up to and including during 
late adolescence.
The findings also lend support to the use of any relationship-orientated 
therapies such as systemic therapy with vulnerable children and adolescents. It 
can be argued that systemic therapies are effective because they increase an 
adolescents' SWB as these therapies essentially facilitate change towards 
enhancing the client's attachment security.
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Conclusions
The current study attempted to examine the relationship between 
attachment anxiety and avoidance and SWB as mediated via the mechanism of 
SOC, whist considering a potential interaction between attachment anxiety and 
attachment avoidance, in late adolescence. Results indicated that SOC did indeed 
mediate the relationship between attachment and SWB although found that 
attachment anxiety plays a predominant role in this relationship. Low attachment 
anxiety was associated with higher SOC, and thus high SWB, whereas low 
attachment avoidance was associated with higher SOC, and thus high SWB, but 
only in adolescents with low attachment anxiety.
The study does have limitations, particularly the causal aspect given the 
cross-sectional design and the broad debate about what different measures of 
attachment style are actually capturing. As with any study there is also the 
possibility that important confounding factors have not been taken into account. 
However despite these limitations, this study has added to the field of research 
because it is the first known study to comprehensively examine the relationship 
between attachment (as conceptualised in attachment anxiety and avoidance) 
and SWB (as measured using the tripartite model). The current study has also 
identified areas for further research to better understand the relationship 
between attachment and SWB in late adolescents, and offers a potential 
framework for application to assessment, formulation and intervention in clinical 
psychology practice.
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Appendices
Appendix 1. Exploratory Factor Analysis to explore latent factors o f attachment 
and SOC.
In order to examine whether there was empirical evidence for the 
separation of the attachment and SOC scales in the study sample, exploratory 
factor analysis was conducted. Ideally a confirmatory factor analysis would be 
conducted however this was outside the scope of the present study.
The factor analysis was conducted allowing for nonorthogonal 
components (as the subscales were expected to be correlated) and using varimax 
rotation and principal component analysis extraction. The number of factors was 
based on the theoretical number of factors that would be expected, therefore the 
number of factors was initially fixed at five (two factors for the anxious and 
avoidant subscales of attachment, and three for the meaningfulness, 
comprehensiveness and manageability subscales of SOC). Table A, (showing 
coefficients above 0.4) shows relatively good separation of the SOC and 
attachment variables. However, the SOC subscales of manageability and 
comprehensiveness appear to load together; a position also found by Zimprich et 
al., (2006) who conducted the only known study exploring the factor structure of 
the 13-item SOC, in which they used Confirmatory Factor Analysis methods. 
Therefore a 4-factor model was fitted (see table B).
This showed the expected separation of the anxious and avoidant 
dimensions of attachment style and also showed a satisfactory separation of the 
"manageability and comprehensibility" and "meaning" components of the SOC 
scale from the attachment sub-scales.
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Appendix 1. Exploratory Factor Analysis, continued.
Table A. Rotated Component Matrix° (Standard Regression Coefficient) fo r theoretically 
based 5-factor model_____________________________________________________
Items Subscale Factor
SOCl 
SOC 4 
SOC 7 
SOC 12
Meaningfulness
.697
.660
.697
SOC 2 
SOC 6 
SOC 8 
SOC 9 
SOC 11
Comprehensibility .574
.726
.725
SOC 3 
SOC 5 
SOC 10 
SOC 13
Manageability .590
.524
.504
-.464
ATTACH 1 Avoidance .486 .425
ATTACH 3 .755
ATTACH 5 .567
ATTACH 7 .570 .450
ATTACH 9 .495
ATTACH 11 .599
ATTACH 13 .816
ATTACH 15
ATTACH 17 .424 .609
ATTACH 19 .753
ATTACH 2 Anxious -.526 .534
ATTACH 4 -.565 .452
ATTACH 6 .425
ATTACH 8 .712
ATTACH 10 .441
ATTACH 12 .526 .439
ATTACH 14 -.451 .497
ATTACH 16 .660
ATTACH 18 -.475
ATTACH 20 .800
Notes. Extraction Method used was Principal Component Analysis. Rotation Method used was Varimax 
with Kaiser Normalization. ^Rotation converged in 13 iterations. Only coefficients above 0.4 are shown.
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Appendix 1. Exploratory Factor Analysis, continued.
Table B. Rotated Component Matrix° (Standard Regression Coefficient) fo r 
theoretically based 4-factor model
Item Subscale Factor
1 2 3 4
SOCl Meaningfulness
SOC 4 .695
SOC 7 .633
SOC 12 .716
SOC 2 Comprehensibility .600
SOC 6
SOC 8 .523
SOC 9 .560
SOC 11
SOC 3 Manageability .738
SOC 5
SOC 10 -.411
SOC 13 .536
ATTACH 1 Avoidant .624
ATTACH 3 .667
ATTACH 5 .549
ATTACH 7 .716
ATTACH 9 .512
ATTACH 11 .436 .403
ATTACH 13 .764
ATTACH 15 .464
ATTACH 17 .661
ATTACH 19 .719
ATTACH 2 Anxious .554 -.513
ATTACH 4 .557 -.465
ATTACH 6 .405
ATTACH 8 .693
ATTACH 10 .607
ATTACH 12 .721
ATTACH 14 .663
ATTACH 16 .557 -.426
ATTACH 18 .475
ATTACH 20 .732
Notes. Extraction Method used was Principal Component Analysis. Rotation Method used was 
Varimax with Kaiser Normalization. ^Rotation converged in 8 iterations. Only coefficients 
above 0.4 are shown.
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Appendix 2. Sample em ail fo r recruitment
UNIVERSITY OF
^SURREY
2 r  August 2011
Dear M r | ^ | ,
I hope that I have contacted you appropriately, and I thank you for taking the time to read this letter.
Following from an email sent earlier this year, I am contacting you to ask if your school might be 
interested in taking part In a research study I am conducting as part of my Doctorate in Clinical 
Psychology course at the University of Surrey.
This research aims to explore the relationship between adolescents' wellbeing, patterns of relating 
to other people and sense of coherence. As you may well be aware, these issues are currently rather 
topical and the government has shown a refocus in their commitment to improving wellbeing for the 
nation. It is hoped that this research will add to the body of literature to help us to better 
understand how adolescents can have better wellbeing.
I am hoping to recruit students from your school aged 16-18. Participation would involve doing a 
single 25 minute questionnaire, hopefully conducted during an appropriate timetabled slot at your 
school/college such as tutorial, PSHE lesson or assembly (flexible depending on your schedule).This 
would hopefully be at the start of the new autumn term in 2011.
These questionnaires would ask the students about some of their demographic details, patterns of 
relating to others, well-being and how they make sense of the world that they live in. These 
questionnaires will be totally anonymous, and all personal data relating to participants would be 
held and processed in the strictest confidence, and in accordance with the Data Protection Act 
(1998).
If you like, I could offer a short talk on wellbeing and mental health, or similar depending on your 
needs. I hope to also offer the students an incentive for participation, such as entry to a prize draw 
for £50 vouchers or similar. Additionally, research suggests that just doing questionnaires can make 
people reflect on their situation and cause change for the better, therefore it is hoped that just by 
participating, we can raise awareness and attention towards better mental health.
Please contact me by email or phone if you have any further questions or are interested in 
participating. I very much appreciate your consideration to participate and I look forward to your 
response.
Yours Sincerely
Ms Kaanan Butor-Bhavsar 
Trainee Clinical Psychologist
PsychD Clinical Psychology Department Supervised by:
University of Surrey Ms Linda Morison
Guildford, GU2 7HX University of Surrey
K.Bhavsar@surrey.ac.uk L.Morison@surrey.ac.uk
079 4654 7829 01483 689441
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Appendix 3. Information Sheet
UNIVERSITY OF
SURREY
Information sheet
Dear potential participant, this information sheet is to give you an idea of the research that you are being invited to take 
part in. Please read it carefully and feel free to contact me or the university (details below) if you have any questions. 
This research is being done as my Major Research Project as part of my Doctorate in Clinical Psychology course at the 
University of Surrey. This study has received favourable ethical opinion by the University's Faculty of Arts & Human 
Sciences Ethics Committee.
Why Is this study being done?
This research aims to explore the relationship between older adolescents' styles of relating to other people, well-being, 
and ability to cope with, make sense of and manage life's difficulties. It is hoped that this research will help us to better 
understand how older adolescents can have better wellbeing.
What would it involve?
Taking part in this research would involve doing a 25 minute questionnaire during a timetabled slot at your 
school/college such as tutorial, PSHE lesson or assembly. Your school/college will decide when they want this to be 
done. These questionnaires would ask you about yourself, how you find relationships with others, your well-being and 
some of your views about your life.
These questionnaires will be totally anonymous unless you provide some contact details for the prize draw. If you do 
provide contact details, they will be removed from your questionnaire once I have received your questionnaire pack. All 
personal data relating to volunteers is held and processed in the strictest confidence, and in line with the Data 
Protection Act (1998).
Before or after taking part in this study, you might have some questions about the study, in which case please feel free 
to contact either myself or my supervisor, Ms Linda Morison (on L.morison@surrey.ac.uk) at the university.
Any possible risks In taking part?
There is a small chance that some of the questions you might be asked in this study may make you think about things 
that might make you feel bad. If that happens, please feel free to get further support through the resources listed on 
the back of this page. You would be free to withdraw at any time of participation until the questionnaire has been 
submitted, without needing to justify your decision and without prejudice.
You may win £50 vouchers for your time
If you choose to provide contact details when submitting you completed questionnaire pack, your contact details will be 
entered into a prize draw to win £50 of high street or music vouchers. If you win, you will be contacted only using the 
contact details you provide.
you  fo r y o u r tim e
Ms Kaanan Bhavsar - Trainee Clinical Psychologist 
k.bhavsar@surrey.ac.uk
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Support resources
It's really important that if you're feeling very unhappy, sad, anxious or agitated to talk to someone. It could be
someone close to you - mum or dad, aunt or uncle, grandparent or friend.
You could also talk to your GP, a counsellor a trusted teacher or the school nurse. Alternately there are some telephone
helplines and websites that you can contact;
Get connected at wwv/.getconnected.org.uk
> A free, confldendal helpline for young people who need help but dont know where to find it. You can contact them 
by phone, email and webchat and they have just launched a new WebHelp 24/7 service so you can find the right 
source of help v/hen you need it, day or night. More details are on their website.
Samaritans at www.sam3ritans.0rg.uk or ring 08457 90 90 90
> They provide confidential non-judgemervtat emotional support, 24 hours 3 day for people who are experiencing 
feelings of distress or despair, including those which could lead to suicide,
ChildUne at v/ww.childline.org.uk or ring 08001111
> A counselling service for children and young people, they keep things confidential, unless they are very worried 
about you. You can contact ChildUne about anything - No problem is too big or too small. You can contact them by 
phone, email or 121 chat. More details are on their website.
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Appendix 5. Consent Form
UNIVERSITY OF
SURREY
Consent Form
I voluntarily agree to take part in the 2011 study on 'attachment, sense of coherence and well-being in 
older adolescents', conducted by Ms Kaanan Bhavsar, Trainee Clinical Psychologist at the University of 
Surrey.
I have read and understood the 'information Sheet' provided. I have been given a full explanation of the 
nature, purpose, location and likely duration of the study, and of what 1 will be expected to do. I have 
been advised about any discomfort on my well-being which may result. I have been given the 
opportunity to ask questions on all aspects of the study and have understood the advice and 
information given as a result.
I understand that there are resources for me to contact (as detailed on the information sheet) if I wish 
to access further support if there is any effect on my well-being during or after participation in this 
study.
I acknowledge that in consideration for completing the study I will be entered into a prize draw for £50 
vouchers, if I choose to provide contact detaiis on questionnaire pack, i understand that once the 
questionnaire pack has been received by the researcher, the contact details I provide wili be separated 
from the questionnaire pack and stored separately to preserve my anonymity. The copy of my contact 
details will be destroyed once the winner has been allocated the prize.
I understand that all personal data relating to participants is held and processed in the strictest 
confidence, and in accordance with the Data Protection Act (1998). I understand that information I 
provide will be treated confidentially and, if published, will be anonymised (ie will not be identifiable as 
mine). I understand that this consent form (and my contact details, if I provide them) will be stored 
separately from my completed questionnaire pack, to maintain my anonymity.
I understand that I am free to withdraw from the study without needing to justify my decision and 
without prejudice, until my data has been anonymised.
I confirm that I have read and understood the above and freely consent to participating in this study. I 
have been given adequate time to consider my participation and agree to comply with the instructions 
and restrictions of the study.
Name of volunteer (BLOCK CAPITALS).
Signed............................. ............................
Date.............................................................
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Appendix 6. Questionnaire Pack page 1
UNIVERSITY OF
SURREY
2011 study on 'attachment, sense of 
coherence and well-being in older 
adolescents'
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Appendix 6. Questionnaire Pack page 2
£50 Vouchers?
Please provide your preferred contact details below if you would like the chance to win a 
£50 HMV or High Street voucher. This sheet will be separated from the completed 
questionnaire pack, and entered in to the prize draw.
*Please note that only 
fully completed questionnaires
will be entered into the prize draw*
Name.
Email address.
Phone number.,
Address.,
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Appendix 6. Questionnaire Pack page 3
Thank you for agreeing to take part In this study.
Please read the Instructions carefully and answer each question with the response that 
you think fits the best. Please respond to every question as your full participation Is very 
Important to the success of this study.
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Scale of Positive and Negative Experience (SPANE)
©  Copyright by Ed Diener and Robert Biswas-Diener, January 2009.
instructions - Please think about w h a t you have been doing and  experiencing during the past 
fo u r weeks. Then report how  much you experienced each o f  the fo llow ing  feelings, using the  
scales below. Please circle only one response.
1. 'Positive'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
2. 'Negative'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
3. 'Good'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
4. 'Bad'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
5. 'Pleasant'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
6. 'Unpleasant'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
7. 'Happy'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
8. 'Sad'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
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9. 'Afraid'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
10. 'Joyful'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
11. 'Angry'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
12. 'Contented'
Very Rarely or 
Never
Rarely Sometimes Often Very Often 
or Always
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The Satisfaction with Life Scale (Ed Diener, Ph.D.)
Instructions - Below are five statements with which you m ay agree or disagree. Using 
the scale below, indicate your agreem ent with each item by circling the relevant box. Please 
be open and honest in your responding.
13. In most ways my life is close to my ideal.
Strongly
disagree
Disagree Disagree
slightly
Neither 
agree or 
disagree
Slightly
agree
agree Strongly
agree
14. The conditions of my life are excellent.
Strongly
disagree
Disagree Disagree
slightly
Neither 
agree or 
disagree
Slightly
agree
agree Strongly
agree
15.1 am satisfied with life.
Strongly
disagree
Disagree Disagree
slightly
Neither 
agree or 
disagree
Slightly
agree
agree Strongly
agree
16, So far 1 have gotten the important things 1 want in life.
Strongly
disagree
Disagree Disagree
slightly
Neither 
agree or 
disagree
Slightly
agree
agree Strongly
agree
17. If I could live my life over, I would change almost nothing.
Strongly Disagree Disagree Neither Slightly agree Strongly
disagree slightly agree or 
disagree
agree agree
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Sense of Coherence Scale (Aaron Antonovsky, 1987) reprinted with the permission of the 
copyright holder.
Instructions - Please think about how  you generally think, fe e l and behave in responding to  
the questions and statem ents below. Please circle only one num ber on the individual scales.
18. Do have the feeling that you don't really care about w hat goes on around you?
Very seldom or never Very often
19. Has It happened In the past that you were surprised by the behaviour of people 
whom  you thought you knew well?
Never happened Always happened
20. Has It happened that people whom you counted on disappointed you?
Never happened Always happened
21. Until now your life has had:
no clear goals or purpose at all very clear goals and purpose
22. Do you have the feeling that you're being treated unfairly?
Very often Very seldom or never
23. Do you have the feeling that you are In an unfamiliar situation and don't know  
w hat to do?
Very often Very seldom or never
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24. Doing the things you do every day Is;
a source of deep pleasure and satisfaction a source of pain and boredom
1 2 3 4 5 6 7
25. Do you have very mIxed-up feelings and ideas?
Very often Very seldom or never
1 2 3 4 5 6 7
26. Does It happen that you have feelings inside you would rather not feel?
Very often Very seldom or never
1 2 3 4 5 6 7
27. M any people - even those w ith a strong character - sometimes feel like sad sacks 
(losers) In certain situations. How often have you fe lt this way In the past?
Never Very often
28. W hen something happened, have you generally found that:
you overestimated or you saw things in the right
underestimated its importance proportion
29. How often do you have the feeling that there's little meaning In the things you do 
In your dally life?
Very often Very seldom or never
30. How often do you have feelings that you're not sure you can keep under control?
Very often very seldom or never
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Attachment
Instructions - Think about all of the people in your life. Now read each o f the following 
statements and rate how much it describes your feelings. Please put a tick in one box only
Disagree
Strongly
Disagree Neutral/ Agree Strongly
Agree
31.1 prefer not to show others how I feel deep down. □ □ □ □ □
3 2 .1 often worry that other people close to me don't 
really love me.
□ □ □ □ □
33.1 find it difficult to allow myself to depend on other 
people.
□ □ □ □ □
34.1 often worry that other people don't care as much 
about me as 1 care about them.
□ □ □ □ □
35.1 am very comfortable being close to other people. □ □ □ □ □
36. Sometimes people change their feelings about me 
for no apparent reason.
□ □ □ □ □
37. It is usually easy for me to discuss my problems and 
concerns with other people.
□ □ □ □ □
38. M y desire to be close sometimes scares people away. □ □ □ □ □
39. It helps to turn to others for support in times of 
need.
□ □ □ □ □
40. My relationships with people makes me doubt myself. □ □ □ □ □
41.1 am nervous when people get too emotionally close 
to me.
□ □ □ □ □
42. When 1 show my feelings to people 1 care about, I'm 
afraid that they will not feel the same about me.
□ □ □ □ □
43.1 find it easy to depend on other people. □ □ □ □ □
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Disagree Disagree Neutral/ Agree Strongly
Strongly Mixed Agree
44.1 am afraid that once somebody gets to know me, he 
or she won't like who 1 am.
□ □ □ □ □
45. It is easy for me to be affectionate with other people. □ □ □ □ □
46. It makes me mad that 1 don't get the affection and 
support 1 need from other people.
□ □ □ □ □
47.1 feel comfortable sharing private thoughts and 
feelings with other people.
□ □ □ □ □
48.1 worry a lot about my relationships. □ □ □ □ □
49.1 feel comfortable depending on other people. □ □ □ □ □
50.1 find that other people don't want to be as close as 1 □ □ □ □ □
would like.
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A few final questions about yourself:
For each question please tick only one box as appropriate.
5 1 .1 am:
Male Q
Female Q
5 2 .1 am aged:
16 □
17 □
18 □
53. Please indicate your ethnicity:
White
British □
Irish □
Any other White background Q  (please state). 
Mixed
White and Black Caribbean Q
White and Black African Q
White and Asian Q
Any other mixed background Q  (please state).
Asian or Asian British
Indian □
Pakistani □
Bangladeshi Q
Any other Asian background Q  (please state). 
Black or Black British
Caribbean Q
African Q
Any other Black background Q  (please state). 
Chinese or Other ethnic group 
Chinese Q
Any other ethnic group Q  (please state).
54. My relationship status Is...
single Q
significant partner □
if partner, how long have you been together?
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5 5 .1 live with...
both of my parents Q
my mother Q
my father Q
with another legal guardian Q  
in foster care Q
my partner Q
independently Q
other (please state) [ ] . ,
56. Please Indicate your religious orientation:
No religion □
Christian □
Muslim □
Hindu □
Jewish □
Sikh □
Other Religion (please state),
57. Does your family own a car, van or truck?
No □
Yes Q  if yes, how many?.
58. Do you have your own bedroom for yourself?
Yes □
No □
59. During the past 12 months, how many times did you travel away on holiday w ith  
your family?
0 □
1 □
2 □
3 □
Other (please state)............................................
60. How many computers does your family own?
0 □
1 □
2 □
3 □
Other (please state)............................................
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Appendix 6. Questionnaire Pack page 13
61. Are you eligible for free school meals?
Yes □
No □
END
TH A N K  y o u  VBR-YM UCH f o r . 
y o U R  PARTICIPATION!
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Appendix 7. Informal review of adolescent self-report attachment measures fo r 
suitability fo r the current study.
1 ! §LIL 1I Ill iiiLLI
Inventory of 
Parent and Peer 
Attachment 
(IPPA)
Armsden & 
Greenberg (1987)
Bowlb/s theory. 
BUT assesses 
quality of 
relationship 
rather than 
general 
attachment 
working models.
Dim
ensi
on
Mother, 
Father, 
Parents, 
Sibling, Peers - 
not for general 
relationships
Measures adolescent attachment 
to peers and parents on three 
dimensions.
1) Degree of trust
2) Quality of communication
3) Degree of anger and 
alienation
28X3  
(Mother 
, Father 
and 
Peers)
5uitable for 
individuals 
12-18 years 
old, including 
late
adolescents
or
young adults
Reliability and predictive 
validity is relatively high, 
but developed for use 
with undergraduate 
students.
Parental Bonding 
Inventory (PBI) 
Parker, TupingSi 
Brown (1979)
Requires adults 
retrospectively 
respond in 
relation to 
experiences of 
parenting during 
their adolescent 
years. Not 
developed from 
attachment 
theory
Dim
ensi
on
Parents Measures :
1) Care
2) Overprotection
High care and low overprotection 
are considered optimal. Low care 
and high overprotection 
("affectionless control") are 
considered least optimal.
25 adults and 
adolescents
GOOD mean internal 
consistency reliability, 
BUT ranging from 
.42 to .95 across 
subscales.
Attachment Style
Questionnaire
(ASQ)
Feeney, Noller & 
Hanrahan (1994)
Attachment
theory
Dim
ensi
on
Close
relationships
(general)
1) Discomfort with closeness
2) need for approval
3) preoccupation with 
relationships
4) viewing relationships as 
secondary to achievement
5) lack of confidence
40(5-15  
mins); 
there is 
also a 
brief 
version
Has been 
used with 
adolescents
good validity and 
reliability
Parental
Attachment
Questionnaire
(PAQ)
Kenny (1987)
Ainsworth’s 
attachment model
Dim
ensi
on
Parents 1) Affective quality of 
relationships
2) fostering of autonomy
3) provision of emotional 
support
70 or 55 
items 
(20-60 
mins)
late
adolescents
or
young adults.
high reliability and 
validity
Revised Adult 
Attachment Scale 
(AAS)
(Collins, 1996)
Ainsworth's 
attachment 
model. Adapted 
from a 3-item 
scale described in 
Hazan and Shaver 
(1987)
Dim
ensi
on
Partners But 
can be 
changed to 
'others'.
1) Close (feels comfortable 
with intimacy and 
closeness)
2) Depend (trusts and 
depends on others)
3) Anxiety (fear of being 
unloved and abandoned).
18-item
instrum
ent
Has not been 
studied 
extensively 
with
adolescents
good convergence with 
the AAI; good 
psychometric properties; 
test retest .58
Experiences in 
close
relationships - 
Revised (ERC(R) 
Revised version 
by Fraiey et ai., 
2000)
Systematic 
literature re vie w- 
CFA
Dim
ensi
on
Romantic 
relationships. 
But can be 
changed to 
specific focus 
or 'others'.
1) Anxiety
2) Avoidance
36(5-
15minut
es)
But - Has not 
been studied 
extensively 
with
adolescents
excellent reliability with 
a coefficients reported to 
be near or above .90; 
retest reliability .5-.8ish. 
But has some redundant 
items
Experiences in 
close
relationships - 
Revised (ERC (R -  
general form  
revised
(Wiikinson 2011)
Systematic 
literature review -  
CFA
Dim
ensi
on
General focus. 1) Anxiety
2) Avoidance
20 (5-10 
minutes 
)
Has been 
validated and 
developed 
for use 
specifically 
with
adolescents 
(Aged 11 -  
22)
excellent reliability with 
a  coefficients reported to 
be near or above .90; 
retest reliability .5 to.8 
Fewer redundant items
Adolescent 
attachment 
questionnaire 
West et al., 1998
Attachment Cate
gory
Parents,
general
1) Availability scale
2) Goal-Corrected 
Partnership scale
3) Angry Distress scale
9 Mostly
clinical
samples
internal consistency 
(Cronbach's alpha from 
.62 to .80).
Good reliability with the 
AAI
Relationship 
Questionnaire 
Barthoiomew & 
Horowitz, 1991
Dim
ensi
ons
General, 
mother, 
father, peers, 
partner
1) view of self 
(positive/negative)
2) view of other 
(positive/negative).
14 Reasonable Internal, 
temporal reliability. 
Reasonable convergent 
validity.
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Appendix 8. Statistical analysis o f participant demographics across schools.
Age. An independent samples t-test indicated no significant difference 
t(255)=-0.50, p=.960, in age between school A {M=16.26, SE=.10) and school B 
(M=16.27, Sf=.03).
Gender. Chi-squared analysis indicated a significant difference in gender 
across schools X^(l)=3.96, p=.046, with proportionally more females from school 
A (62%) than school B (44%).
Ethnicity. Black, Chinese, Mixed and other ethnicities, were collapsed into 
'Other'; therefore groups were analysed as White, Asian and Other. Chi-squared 
analysis indicated a significant difference in ethnicity across schools X^(2)=8.30, 
p=.016, with proportionally more White participants in school B (55%) than school 
A (29%).
Religion: Groups were collapsed into 'Religious' and 'No religion' due to 
small numbers in certain religious groups. Chi-squared analysis indicated a 
significant difference in religion status across schools X^(l)=17.16, p<.001, with 
proportionally more religious participants in school A (91%) than school B (54%).
Romantic relationship status: Chi-squared analysis indicated no 
significant difference in relationship status across schools X^(l)=3.30, p=.069, 
although proportionally more participants were in a significant relationship in 
school A (21%) than school B (10%).
Living Arrangement: Groups were collapsed into 'Living with Both 
Parents' and 'Other' due to small numbers of participants with alternative living 
arrangements. Chi-squared analysis indicated no significant difference in living 
arrangement across schools X^(l)=3.12, p=.077, although there were
proportionally more participants living with both parents in school B (79%) than 
school A (65%).
Socio-Economic Status: There was a difference in SES across schools, with 
an independent samples t-test indicating a significant difference f(38.43)=-5.17, 
p<.001 in FAS-II scores between school A (/W=4.29, Sf=.379) and school B 
(M=6.33, Sf=.107), and chi-squared analysis indicating a significant difference in 
eligibility for free school meals across schools X^(l)=40.53, p<.001, with 
proportionally more eligible participants in school A (47%) than school B (8%).
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Appendix 9. Histogram fo r score o f satisfaction with life
SWL
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Appendix 9. Histogram  fo r  positive affect as m easured using SPANE
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Appendix 9. Histogram fo r negative affect as measured using SPANE
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Appendix 9. Histogram for scores of sense of coherence
SOC total
Mean =14.19 
Std. Dev. =3.814 
N=2S7
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SOC total
80.00
Mean =56.41 
Std. Dev. =10.642 
N=258
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Appendix 9. Histogrom fo r attachm ent anxiety as measured using ECR-R-GSF
ATTACHanx
20.00 30.00 40.00
ATTACHanx
Mean =24.93 
Std. Dev. =7.379 
N=258
Appendix 9. Histogram for attachment avoidance as measured using ECR-R-6SF
ATTACHavoid
Mean =28.66 
Std. Dev. =6.689 
N=258
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Appendix 9. Histogram fo r socio-economic status as measured using FAS-II
FAS
cr 30-
Mean =6.06 
Std. Dev. =1.819 
N=2S6
FAS
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Appendix 10. Statistical analysis o f criterion validity o f FAS-II with FSM
In order to examine convergent validity of the FAS-II against the FSM 
item, a two-tailed Independent samples t-test was run. Results indicated a 
significant difference t(252)=-5.42, p<.001 in SES as measured by the FAS-II in 
adolescents who did and did not report eligibility for Free School Meals. 
Adolescents eligible for Free School Meals had significantly lower FAS-II scores 
(/W=4.55, Sf=.311) than adolescents who were not eligible for Free School Meals 
(M=6.29, SE=.116). Results lend support to the FAS-II measure for assessing 
adolescent SES.
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Appendix 11. Statistical analyses o f scores by demographic factors
Independent samples t-tests were conducted with collapsed demographic 
groups due to small numbers in certain categories. Age was collapsed into two 
groups of '16' and 'over 16', Ethnicity was collapsed into three groups of 'White', 
'Asian' and 'Other' and Living Arrangement was collapsed into living with 'Both 
parents' and 'Other'.
Age. Older students showed significantly lower scores for SWL 
t(255)=2.20, p=.029 and SOC f{254)=2.88, p=.004, and significantly higher scores 
in attachment avoidance t(255)=-2.11, p=.038 than younger students.
Gender. Females reported significantly higher SWL scores t(25S)=-2.24, 
p=.026, negative affect t(253)=-2.65, p=.009 and attachment avoidance t(255)=- 
2.39, p=.017 than males.
Living Arrangement. Participants who reported living together with both 
parents reported significantly higher SWL scores t(255)=3.17, p=.002 than 
participants living in any alternative living arrangement.
Socio-economic Status: SES across scores were analysed using FAS-II 
scaled, FAS-II categorical and Free School Meals (FSM). For analyses, the three 
FAS-II categories were collapsed into 'Low/Medium SES' and 'High SES' due to low 
numbers in the Low SES group.
Two-tailed independent samples t-tests indicated significant differences 
in positive affect t(252)=-2.94, p=.008, SWL t(254)=-3.36, p=.001 and SOC t(253)=- 
2.13, p=.034 across SES as measured using the FAS-II categorical. Specifically, 
higher positive affect, SWL and SOC scores were seen for adolescents in the High 
FAS-II category as compared with the Low/Medium FAS-II category. However, this 
pattern of results was not found for analyses using FSM as an indicator of SES. 
This lack of relationship between scores and SES measured using FAS-II as 
compared with using FSM is interesting. Particularly as there was a significant 
difference t(252)=5.42, p<.001 in FAS-II scale scores across FSM groups, with 
participants who reported being eligible for FSM having a lower FAS-II score 
(M=4.55, SD=1.79) than those who reported being ineligible (M=6.30, SD=1.72). 
This is may be due to a higher level of diversity within the non-FSM subgroup as
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Appendix 11. Statistical analyses o f scores by demographic factors, continued.
adolescents eligible for FSM tend to be those who have particularly low SES 
(Hobbs & Vignoles, 2010).
Correlational analyses also found significant positive relationships 
between FAS scale and positive affect, SWL, SOC and a significant negative 
relationship with attachment avoidance (table A) with small effect sizes (based on 
Cohen, 1992). No significant differences were found in negative affect scores or 
attachment anxiety scores across SES.
Table A
Correlation matrix displaying Pearson's correlation co-efficient relationship 
between FAS and scores (two-tailed)
SWB Sense of Attachment
Positive
Affect
Negative
Affect
SWL Coherence Anxiety Avoidance
FAS
scale
. l i t -.119" .274 .152*’ -.082 -.138
p value <.001
—  b
.058 <.001 .015 .190 .027
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Appendix 12. Correlational Matrices between variables fo r  each sub-sample
For the purposes of informing the moderated meditation analyses, 
correlations were calculated in order to explore relationships between variables 
for each sub-sample of low and high attachment anxiety (respectively tables A 
and B below) and low and high attachment avoidance (respectively tables C and D 
below). Correlations are mostly similar to that found for the full sample, although 
as the split samples are smaller samples, they are also less powerful. The directions of 
the significant relationships are all the same as the whole sample correlational 
analyses. Note that the significance level for these correlations are exactly the 
same as for the a, b and c paths presented in tables 7 and 8 in the main body of the 
thesis.
Table A
Correlation matrix displaying unadjusted and adjusted Person's correlation coefficients between scores 
fo r subsample of Low Attachment Anxiety
1 2 3 4 5 6
1 Attachment Anxiety - .257 -.117ns -.024ns .138ns -.403
2 Attachment Avoidance .234 - -.347 -.337 .121 -.355
3 Satisfaction with Life -.086ns -.305 - .561 -.514 .528
4 Positive Affect -.OlS'ns -.305" .581" - -.556 .383
5 Negative Affect .123'ns .217" -.425" -.526" - -.589
6 Sense of Coherence -.365 -.351 .525 .394" -.571" -
Notes. Unadjusted inter-correlations are presented below the diagonal (n=135), and inter-correlations 
adjusted for age, gender and FAS are presented above the diagonal (n=129). All p<.05 unless indicated 
(2-tailed). ns=Non significant. n“=134.
Table B
Correlation matrix displaying unadjusted and adjusted Person's correlation coefficients between scores 
for subsample o f High Attachment Anxiety
1 2 3 4 5 6
1 Attachment Anxiety - .189 -.302 -.197 .364 -.484
2 Attachment Avoidance .225 - -.155ns -.149ns .173ns -.064ns
3 Satisfaction with Life -.293 -.192 - .549 -.437 .538
4 Positive Affect -.237" -.204" .585" - -.413 .436
5 Negative Affect .392" .213" -.429" -.422" - -.593
6 Sense of Coherence -.467" -,098"ns .500" .412*’ -.538*’ -
Notes. Unadjusted inter-correlations are presented below the diagonal (n=123), and inter-correlations 
adjusted for age, gender and FAS are presented above the diagonal (n=114). All p<.05 unless indicated
(2-tailed). ns=Non significant. n^=122, n'’=121.
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Appendix 12. Correlational Matrices between variables fo r each sub-sample, 
continued.
Table C
Correlation matrix displaying unadjusted and adjusted Person's correlation coefficients between 
scores for subsample of Low Attachment Avoidance
1 2 3 4 5 6
1 Attachment Anxiety - .259 -.403 -.323 .427 -.711
2 Attachment Avoidance .240 - -.248 -.241 .127ns -.191
3 Satisfaction with Life -.370 -.250 - .563 -.500 .565
4 Positive Affect -.311" -.239" .569" - -.490 .489
5 Negative Affect .426" .109"ns -.487" -.491" - -.629
6 Sense of Coherence -.687 -.196 .542 .489" -.635 -
Notes. Unadjusted inter-correlations are presented below the diagonal (n=132), and inter-
correlations adjusted for age, gender and FAS are presented above the diagonal (n=125). All p<.001 
(2-tailed). n"=130.
Table D
Correlation matrix displaying unadjusted and adjusted Person's correlation coefficients between 
scores for subsample of High Attachment Avoidance
1 2 3 4 5 6
1 Attachment Anxiety - .225 -.376 -.249 .442 -.598
2 Attachment Avoidance .224 - -.185 ,111ns .124ns -.178ns
3 Satisfaction with Life -.378 -.232 - .576 -.545 .638
4 Positive Affect -.295 -.130ns .642 - -.553 .447
5 Negative Affect .459 .106ns -.483 -.510 - -.675
6 Sense of Coherence -.602" -.197" .619" .455" -.621" -
Notes. Unadjusted inter-correlations are presented below the diagonal (n=126). and inter-
correlations adjusted for age, gender and FAS are presented above the diagonal (n=118). All p<.05 
unless indicated (2-tailed). ns=Non significant. n"=125.
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Appendix 13. Residual errors plots o f attachm ent anxiety and positive affect
scores
Histogram
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Appendix 13. Residual errors plot o f attachm ent anxiety and negative affect scores
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Appendix 13. Residual errors plot o f attachm ent anxiety and SWL scores
Histogram
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Appendix 13. Residual errors plot o f attachm ent anxiety and sense o f coherence
scores
Histogram
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Appendix 13. Residual errors plot o f attachm ent avoidance and positive affect
scores
Histogram
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Appendix 13. Residual errors plot o f attachm ent avoidance and negative affect
scores
Histogram
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Appendix 13. Residual errors plot o f ottochment ovoidonce and SWL scores
Histogram
Dependent Variable: SWL
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Appendix 13. Residual errors plot o f attachm ent avoidance and sense o f coherence
scores
Histogram
Dependent Variable: SOC_total
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Appendix 13. Residual errors plot o f sense o f coherence and positive affect scores
Histogram 
Dependent Variable: SPANEp
40-
30-
S" 20-
U_
10-
■4 ■2 0 2
Regression Standardized Residual
Normal P-P Plot of Regression Standardized Residual 
Dependent Variable: SPANEp
Mean =-3.03E-16 
Std. Dev. =0.998 
N=256
E 0.6-
Ü 0.4-
0.2-
0.0-
0.0 0.2 0.4 0.6 0.8 1.0
Observed Cum Prob
246
Appendix 13, Residual errors plot o f sense o f coherence and negative affect scores
Histogram
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Appendix 13. Residual errors plot o f sense o f coherence and SWL scores
Histogram
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Appendix 14. Scatterplot displaying relationship between attachment anxiety and 
attachment avoidance
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Appendix 14. Scatterplot displaying relationship between attachment anxiety and 
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Appendix 14. Scotterplot displaying relationship between attachment anxiety and 
NA
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Appendix 14. Scatterplot displaying relationship between attachment anxiety and 
SWL
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Appendix 14. Scatterplot displaying relationship between attachm ent anxiety and
SOC
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Appendix 14. Scatterplot displaying relationship between attachment avoidance 
and NA
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Appendix 14. Scatterplot displaying relationship between attachm ent avoidance
and SOC
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Appendix 14. Scotterplot displaying relationship between SOC and negative affect
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Appendix 14. S catterp lo t displaying relationship betw een SOC and SWL
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Appendix 14. Scatterplot displaying relationship between positive affect and
negative affect
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Appendix 14. Scatterplot displaying relationship between positive affect and SWL
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Appendix 14. Scatterplot displaying relationship between negative affect and SWL
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Appendix 14. Scatterplot displaying relationship between FAS-II and attachment 
avoidance
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Appendix 14. Scatterplot displaying relationship between FAS-II and positive affect
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Appendix 14. Scotterplot displaying relationship between FAS-II and negative
affect
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Appendix 14. Scatterplot displaying relationship between FAS-II and SWL
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Appendix 14. Scatterplot displaying relationship between FAS-II and sense of 
coherence
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